Validation of the Stages of Recovery Instrument (STORI) in a UK Sample. by Weeks, Gavin.
Validation of the Stages of Recovery Instrument (STORI) in a UK
sample
By
Gavin Weeks
Submitted for the degree of Doctor of Psychology (Clinical Psychology)
Volume 1
Department of Psychology 
School o f Human Science 
University o f Surrey
July 2008
© Gavin Weeks 2008
ProQ uest Number: 27750281
All rights reserved
INFORMATION TO ALL USERS 
The quality of this reproduction is dependent on the quality of the copy submitted.
in the unlikely event that the author did not send a complete manuscript 
and there are missing pages, these will be noted. Also, if material had to be removed,
a note will indicate the deletion.
uest
ProQuest 27750281
Published by ProQuest LLC (2019). Copyright of the Dissertation is held by the Author.
Ail Rights Reserved.
This work is protected against unauthorized copying under Title 17, United States Code
Microform Edition © ProQuest LLC.
ProQuest LLC 
789 East Eisenhower Parkway 
P.O. Box 1346 
Ann Arbor, Ml 48106 - 1346
ACKNOWLEDGEMENTS
It probably won’t come as a surprise to some people mentioned here that I am writing 
this at the 11 ^  hour! Included in this number will be the members of the clinical and 
administrative team, to whom 1 am grateful for support over the duration of the 
course.
There are a lot of people to thank for their support throughout the last three years. 
Without the support of my parents 1 would never have been able to embark upon 
clinical training in the first place. 1 need also to thank Lizzie for her constant 
encouragement, and for making these last few months much more enjoyable than they 
might have been! Thanks also to Becky and Charlotte for their support. Without 
Charlotte’s practical help, this portfolio may never have been completed.
1 owe a great deal of thanks to Mike Slade and Mark Hayward who supported and 
advised me throughout the process of conducting my research. In particular, to Mike, 
who was able to read and comment on my work from all over the world with 
incredible efficiency! 1 am indebted to the clinicians and participants who were 
involved with the project.
Thanks also to my clinical supervisors throughout these last three years. In particular 
to Kirsty Grieve, my current supervisor, who has supported me during the write-up of 
my project.
Finally, there are so many friends who have provided support by allowing me to talk 
about anything but clinical psychology!
COPYRIGHT STATEMENT
No part of this portfolio may be reproduced without the permission of the author, with 
the exception of the University Librarian who may make copies if required for 
legitimate reasons.
© Gavin Weeks
CONTENTS
Introduction to the Portfolio
Part 1 -  Academic Dossier
Adult Mental Health essay -  Year 1 
Professional Issues essay - Year 2 
Problem Based Learning Reflective Account 1 
Problem Based Learning Reflective Account 2 
Problem Based Learning Reflective Account 3 
Case Discussion Group Process Account Summary 1 
Case Discussion Group Process Account Summary 2
8 - 2 6
2 7 -4 4
4 5 -5 1
5 2 -5 7
5 8 -6 4
6 5 - 6 7
6 8 -7 0
Part 2 -  Clinical Dossier
Adult Mental Health 
Placement Summary 
Case Report Summary 1 
Case Report Summary 2
7 2 -7 3
7 4 -7 5
7 6 - 7 7
Child and Family 
Placement Summary 
Case Report Summary
7 8 -7 9
8 0 -81
People with Learning Disabilities 
Placement Summary 
Case Report Summary
8 2 -8 3
8 4 -8 5
Older Adults 
Placement Summary 
Case Report Summary
8 6 -8 7
8 8 -9 0
Advanced Competencies 
Placement Summary 91
Part 3 -  Research Dossier
Qualitative Research Project (Abstract) -  Year 1 9 3 -9 4
Service Related Research Project -  Year 1
Abstract 96
Introduction 97 -  99
Method 99-100
Results 101-105
Discussion 106-108
References 109
Appendix 110-111
Major Research Project — Year 3
Abstract 113-114
Introduction 115-145
Aims and Hypotheses 146-147
Method 148-156
Results 157-169
Discussion 170-188
References 189-197
Appendices 198 -  228
Research Logbook 229 -  230
INTRODUCTION TO THE PORTFOLIO
This portfolio is a compilation of the academic, clinical and research work completed 
for the Doctorate of Clinical Psychology (Psych D) for the University of Surrey.
Volume 1
This volume contains the academic dossier of the Psych D course portfolio -  
comprised of two essays, three Problem Based Learning reflective accounts and 
summaries of two Case Discussion Group process accounts. The clinical dossier 
contains summaries of placement experience over the three years and summaries of 
five case reports written during this time. The research dossier contains an abstract of 
the qualitative research project, and full copies of the service related research project 
conducted in the first year and major research project completed in the third year.
Volume 2
This volume contains an academic dossier, comprising of two Case Discussion Group 
process accounts. A full clinical dossier can be found in this volume, containing 
placement contracts, evaluations and log books from the six clinical placements; and 
five formal case reports of clinical work conducted whilst on placement.
ACADEMINC DOSSIER
This section of the portfolio contains two essays, three Problem Based Learning 
reflective accounts and summaries of process accounts of years 1 and 2 of the Case 
Discussion Group. Full copies of these process accounts are contained in volume 2 of 
the portfolio.
ADULT MENTAL HEALTH ESSAY
Can the experience of hearing voices (‘auditory hallucinations’) be considered an 
ordinary part of human experience? What implications might such a 
conceptualisation have for the ways that Clinical Psychologists respond to service
users who hear voices?
Year 1: December 2005
Bentail & Slade (1988) define auditory hallucinations as “any percept-like experience, 
which (a) occurs in the absence of an appropriate stimulus, (b) has the full force / 
impact of the corresponding actual (real) perception and (c) is not amenable to the 
direct or voluntary control of the experiencer”. This essay will concern itself 
particularly with ‘verbal hallucinations’, an experience commonly referred to as 
‘hearing voices’. Voice-hearing is commonly thought to be a symptom of severe 
mental illness. However, in the course of this essay, I will address research that 
suggests that many more people hear voices than are treated within the psychiatric 
system. I will consider attempts to explain voice-hearing using psychological theory. I 
will also look at attempts to distinguish between voice-hearers who receive psychiatric 
diagnoses and those that don’t, in order to establish why some people are less 
distressed by, and thus more able to cope with their voices. This discussion will 
demonstrate that there is not an agreed explanation for the experience of voice-hearing 
but that, nevertheless the experience is far more common than one might think. This 
will have important implications for clinical psychologists, both in how we deal with 
our patients’ explanations of their experiences, and how we engage in treatment with 
patients who are distressed by those experiences.
Traditional interpretations of voice hearing
Within Western psychiatry, the experience of hearing voices is very often thought to 
be an indicator of severe mental illness. Indeed, Schneider (1959) listed auditory 
hallucinations as one of the ‘first rank’ symptoms of schizophrenia. In the World 
Health Organisation (1973) study 73% of people diagnoses as being in an acute phase 
of schizophrenia experienced auditory hallucinations. The DSM-IV (American 
Psychiatric Association, 1994) lists regularly hearing voices as one of the main 
symptoms of schizophrenia. Historically, within the biomedical model of 
hallucinations it was not thought necessary to converse with patients about the nature 
of their voices, or how they understood the experience (Leudar & Thomas, 2001). 
That people who hear voices are often labelled with schizophrenia (or some other 
diagnostic category) does not mean that psychiatry views all voice-hearing 
experiences as indicative of mental illness. Indeed, DSM-IIIR American Psychiatric 
Association, 1980) states that:
“Hallucinations occurring in the course of an intensely shared religious 
experience generally have no pathological significance. Transient hallucinatory 
experiences are common in people without mental disorder” (p498).
Viewing voice-hearing from a medical perspective has a number of consequences. 
Traditionally it was thought that to engage with patients about the content of their 
voices was detrimental. Berrios (1991) has argued that the content of voices is 
irrelevant and the important decision is whether a person is in fact showing evidence 
of a psychiatric illness and which one in particular. With reference to this Chadwick, 
Birchwood and Trower (1996) distinguish between psychiatric and psychological 
significance and that while it may not be necessary to understand voice-hearing to 
make a psychiatric diagnosis, it is essential for successful psychological treatment. A 
further consequence of the medical model of voice hearing is that the primary 
treatment is neuroleptic medication. It is well known that the success with which 
voices can be treated is limited and that the treatment has a number of unpleasant side- 
effects. The history of the psychiatry of voice-hearing is lengthy, and is not strictly 
limited to diagnoses of schizophrenia. Hopefully, the above exemplifies a traditional 
view that hearing voices is a symptom of mental illness. Following is a consideration 
of the validity of this view and whether voice-hearing is indeed an ‘ordinary human 
experience’.
Personal experience
During the course of researching this essay I was struck and confused by the word 
‘ordinary’. I am still not comfortable with having to decide whether an experience can 
be described as ‘ordinary’. However, in conversation with a close member of my 
family I was informed that he had heard voices for over 20 years. During this time he 
has been successful in a great many ways and is someone who I look to as a voice of 
reason and a source of support. He rationalises that his voices are his own thoughts 
which he nevertheless experiences as external to him. Indeed, he was surprised that 
not everyone shared his experience. This insight has influenced my thinking around 
this topic and demonstrated very clearly to me that it is possible to hear voices and
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still be considered an ‘ordinary’ person. This persons’ subjective account that hearing 
voices is, for him, quite ‘ordinary’ has demonstrated to me that the experience can be, 
to the hearer, an ‘ordinary’ one. However for me, as someone who does not hear 
voices, the experience remains an ‘extraordinary’ one. What also struck me about the 
account of the family member I spoke to was that the nature of his experiences was 
very similar to those of the patients about whom I had been reading. What was very 
apparent was that he positioned himself as more powerful than his voices, and 
generally experienced them as being commentators on his daily life, at times amusing 
and sometimes irritating. This was in contrast to patients in distress who see their 
voices as frightening and upsetting.
Can ‘normal’ people hear voices?
Starting from the premise that hearing voices is indicative of mental illness, one would 
expect that the number of people who report hearing voices would be similar to the 
number of people given psychiatric labels where voice-hearing forms part of the 
diagnosis. Evidence shows that this is not the case: in a study of 15,000 people, Tien 
(1991) revealed that between 10 and 15% of people had hallucinatory experiences. Of 
the subjects in that study who heard voices, only a third had sought help regarding 
their experience. Furthermore, in a study of 375 students by Posey and Losch (1983) 
36% reported having heard a voice calling their name with 39% having heard their 
thoughts being spoken aloud. A further study by Barret & Etheridge (1992) reported 
prevalence of voice-hearing in a sample of psychology students of 30-40%, nearly 
half of whom heard voices between daily and monthly. Whilst these studies clearly 
vary in their estimations of the prevalence of auditory hallucinations in the general 
population, they all provide strong evidence that it is possible to hear voices in the 
absence of any psychiatric diagnosis. One could attempt to explain these findings by 
arguing that people who hear voices would be given a psychiatric diagnosis if 
assessed. However, Barret & Etheridge (1992) in their sample of students attempted to 
find links between hearing voices and other psychopathology but found no differences 
between their hallucinating and non-hallucinating subjects. Clearly there is some 
difficulty in providing an accurate estimation of the prevalence of voice-hearing. 
Wykes (2004) states that prevalence figures in studies range from 10% to 39%. Johns,
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Nazroo, Bebbington & Kuipers (2002) found that there were differences in prevalence 
between different ethnic groups. In their sample, 4% of white subjects reported 
hearing voices. The Caribbean sample was 2.5 times higher, whilst the rate in the 
Asian sample was half that of the white subjects. Nevertheless, only 25% of the 
subjects reporting voice-hearing in the study fit the criteria for psychosis. We can 
conclude then that voice-hearing is an experience shared by psychiatric patients and 
people who, in our society would be deemed ‘normal’. In order to make a claim that 
voice-hearing is an ordinary experience, we need to compare the experiences of 
patients and non-patients.
Are there differences between experiences of ‘normal’ voice-hearers compared 
with patients?
There is a growing body of research providing evidence that the experience of voice- 
hearing is far more common than has been previously thought. The work of Marius 
Romme has made a huge contribution to our understanding of the voice-hearing 
experience and is documented by James (2001). Romme, in his work as a psychiatrist, 
developed a view that hearing voices was not necessarily indicative of a mental illness 
and devoted great efforts to researching the voice-hearing experience in patients and 
the general population. From an appearance on a dutch television show, a group of 
450 voice-hearers was recruited and sent questionnaires, of which 200 were returned. 
Romme found the experiences of voice-hearers regardless of their diagnostic status, to 
be remarkably similar. Romme has studied in depth the experiences of different 
groups of voice hearers (Romme, 1996). Three groups of voice-hearers were studied: 
18 patients diagnosed with schizophrenia; 15 patients diagnosed with dissociative 
disorders; and 15 non-patients. Romme anticipated that (according to psychiatric 
definitions) people with schizophrenia would hear voices through their ears, whereas 
those with dissociative disorder would report pseudo-hallucinations (voices heard 
inside the head with whom one could converse) .However, all three groups reported 
both kinds of experience and most respondents reported experiencing the voices as if 
they were coming from someone else. All three of the groups heard both positive and 
negative voices. An interesting difference was that the patients found the experience 
to be largely negative (67%) and were mostly afraid of the voices. In contrast most of
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the non-patients found the experience a positive one, were unafraid of the voices, and 
generally felt that they were not disruptive to their daily lives. Non patients largely felt 
in control of their voices (87%) compared to the schizophrenic (17%) and dissociative 
(7%) patients. However, all three groups were able to refuse orders made by their 
voices. In previous studies (Romme & Escher 1989, 1993) it had been noted that 
around 70 percent of respondents connected some traumatic experience with the onset 
of their voice-hearing. In the later study, it was noted that whether the voice-hearer 
ended up in psychiatric care depended on the impact of the original traumatic event 
and the balance of good and bad experiences in the person’s youth. In considering 
their findings with regards trauma, Romme & Escher (2000) argue that viewing 
psychotic experiences as resulting from an underlying disease prevents patients and 
clinicians from addressing the cause and learning to cope with the experience.
Complimentary research using structured interviews by Leudar, Thomas, McNally & 
Glinski (1997) adds depth to the understanding of the voice hearing of patients 
compared to non-patients. They found differences in the source of the voices, with 
schizophrenic patients more likely to ‘hear’ the voice through their ears. Non-patients 
(66%) reported voices that sounded like family members more than schizophrenic 
patients (15%). Schizophrenic patients reported voices that sounded like public figures 
(42%) or supernatural voices -  none of the non-patients heard the voices of public 
figures and only 8% heard supernatural voices. There were differences in the function 
of the voices: non-patients were more likely to report that voices advised them prior to 
action, whereas schizophrenic patients heard voices that attempted to command or 
prohibit them. Only three of the participants reported doing impulsively what their 
voices told them to. In general, subjects reported considering what the voices said 
before deciding for themselves how to act.
Through the contributions made by Romme & Escher (2000) and Leudar et al (1997) 
we can see that the experience of voice-hearing in patients and non-patients has a 
number of similarities. The research of Leudar et al points to some differences in the 
way that schizophrenic patients relate to their voices but the differences do not appear 
stark enough to say that the experience is not the same. It is still difficult, however, to
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assert that the experience is ‘ordinary’. In the introduction to their book, Romme & 
Escher (2000) make the following statement:
“Hearing voices is an unusual experience, but not one that requires an 
extraordinary explanation”.
This research should have a profound effect on the attitude clinical psychologists have 
to voice-hearing in patients. Firstly, the research shows that it is possible to cope with 
voice-hearing (and thus it is not something we should necessarily seek to get rid of); 
and that the experience can be understood in terms of life-history.
In the following sections, I will address some of the attempts that have been made to 
explain the voice-hearing experience and the impact this growing understanding has 
on the way clinical psychologists respond to voice-hearing.
Source monitoring and inner speech
Richard Bentail (1996; 2003) postulates that the experience of hearing-voices can be 
explained in terms of a misattribution of internal processes. This explanation is 
supported by numerous research findings. Hallucinating patients and students who 
scored highly on a questionnaire about voice-hearing were more likely to detect the 
presence of a voice in amongst a presentation of white noise than their non­
hallucinating counterparts (Bentall & Slade, 1985). In the same study, the 
hallucinating groups were as accurate as their controls in correctly identifying the 
presence of a voice. A similar difficulty in source monitoring was demonstrated by 
Franck et al (2000) who found that schizophrenic patients who read a word silently 
were more likely than normal control subjects to report that they read it aloud. 
Similarly, Johns et al (2001) demonstrated that schizophrenic patients who 
experienced hallucinations were more likely than normal controls to attribute altered 
feedback of their own voice to an external source. This effect was particularly marked 
when the patients were required to read words that were derogatory.
This interpretation of voice-hearing is supported by studies using physiological 
recording techniques. Green & Preston (1981) demonstrated a relationship between
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reports of verbal hallucinations and EMG activity recorded from the lips. More 
recently, PET studies have shown that during hallucinations, brain areas involved in 
acoustic and speech processing are activated (Cleghom et al, 1992; McGuire et al, 
1993). Furthermore, McGuire et al (1995) identified brain areas involved with the 
monitoring of inner speech and demonstrated reduced activity in these areas in 
patients with schizophrenia and hallucinations.
My own reaction to this theory of voice-hearing is that it sits somewhere between a 
pathological view of voices and a normalised conception. Some of the language used 
in the model talks about ‘deficits’ and using these deficits to explain ‘schizophrenia’. 
However, the theory that voices are inner speech doesn’t need to be limited to 
schizophrenia and reflects the fact that non-patients are often able to rationalise the 
experience as hearing their own thoughts. This theory can be used to inform clinical 
work with patients. Kingdon, Turkington & John (1994) stress the importance of re- 
attributing the voices to the self. Within their treatment model, they stress the 
importance of normalising the experience and informing the patient that hearing 
voices is not always a sign of ‘madness’. Morrisson (2002) describes helping a patient 
diagnosed with schizophrenia to re-interpret their voices as intrusive thoughts. In 
doing this, he was able to consider situations and mood states that coincided with 
voices becoming more intense. The following interventions were based on those 
findings. For example, social situations were noted to cause anxiety and trigger 
voices. Using behavioural experiments, the patient found that by focussing on his 
surroundings he was able to reduce and sometimes prevent the voices. Alongside this, 
the patient and therapist addressed issues of low mood and low self-esteem that made 
the voices more attractive, thus preventing him from engaging in social activity.
Understanding voice-hearing as self-generated clearly has benefits for treatment. 
Morrison’s (2002) example shows how therapists can both help the patient reattribute 
the voices to themselves and, in doing so, take control of the experience and other 
aspects of their life. However, Leudar & Thomas (2001) question what level of the 
‘self people need to accept their voices are a part of. They warn that there is a danger 
in asking someone to accept as self-generated content which is unpleasant for them. 
However, Morrisson (2002) argues that by examining metacognitive beliefs, which
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are thoughts we have about thoughts, people can begin to understand that what they 
experience as voices are not necessarily truthful. Clearly, encouraging a patient to 
attribute their voices to their own thoughts must be done in a sensitive manner. In 
particular, patients who experience very distressing voice content risk becoming 
distressed when attributing that content to their own thoughts.
Conceptualising voice-hearing as misattributed inner speech provides an alternative 
explanation of voice hearing and one that uses normal processes (inner speech). 
However, we have to look elsewhere to help us understand how voice-hearers relate to 
their voices.
The ABC Model of voices and Relational models of voices
Chadwick, Birchwood & Trower (1996) have developed a model of voice-hearing that 
sees the voice not as a thought but an ‘activating event’ which an individual gives 
meaning (Beliefs) and results in emotional and behavioural reactions (Consequences). 
This conceptualisation of the voice-hearing experience helps to explain differences in 
both patients and non-patients since the experience of what the voice says can remain 
the same whilst the beliefs and consequences can vary from person to person. It is 
easy to imagine how one’s belief about a voice could mediate the impact of the voice. 
A belief that a voice is that of God or the devil would change how someone felt about 
what they hear compared to believing that they were hearing their own thoughts. 
Beliefs about voices can vary on a number of different levels. Firstly, as mentioned 
above, a voice-hearer will interpret the origin of the voice. Chadwick, Birchwood & 
Trower (1996) discuss dysfunctional beliefs about the origin of voices in terms of 
them being ‘secondary delusions’. This will impact upon appraisal of the power of the 
voices. Chadwick & Birchwood (1995) have found that believing that a voice is 
extremely powerful, or omnipotent, is associated with more depressive symptoms in 
patients. Furthermore, judgements are also made about the voice’s purpose and people 
will decide whether the voice is intended to help (benevolent) or persecute 
(malevolent). Chadwick, Birchwood & Trower (1996) distinguish between beliefs that 
the voice is punishing (with reason) or persecuting (without reason). Chadwick & 
Birchwood (1995) found that patients who believed that their voices were malevolent
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were twice as likely to be depressed (and more severely so) than those that did not 
have paranoid beliefs about their voices. Chadwick, Birchwood & Trower (1996) 
argue the importance of beliefs about voices over and above the content. They cite an 
example of a man whose voices told him to ‘take care’ or ‘mind his step’, but who 
believed the voices were those of evil witches whose intention it was to drive him 
mad.
That beliefs about voices mediate the impact these voices have is an attractive theory. 
Birchwood & Chadwick (1997) further develop their theory to explain that people 
develop a relationship with their voices, and that these relationships are mediated by 
past experiences. They argue that a person’s decision as to whether a voice is 
benevolent or malevolent is influences by cognitive schemata that reflect a person’s 
past and current relationships. They emphasise the importance of powerful care-givers 
(Blatt & Zuroff, 1989) in the development of these schema. Interviewing 59 patients, 
Birchwood, Meaden, Trower, Gilbert & Plaistow (2000) demonstrated that power 
differentials between voice and voice-hearer was closely predicted by perceived 
power differences in the patient’s social world. Voices judged as powerful were also 
more frequent and rated as being louder. Birchwood et al (2000) also measured 
differences in social rank (in terms of attractiveness and group fit) and found that this 
also mirrored the patient’s experiences in their social world. Vaughan & Fowler 
(2004) have further researched the relationship between voice and voice-hearer in 
psychiatric patients, using a questionnaire devised by Birtchnell (1994) to look at the 
relationships of couples. They found that distress was associated with a tendency for 
the voice to react in an insulting and dominating manner, and for the voice-hearer to 
react in a suspicious manner. The authors suggest that the voices’ use of power is 
more important in predicting the hearer’s reaction, than the power per se. Contrary to 
their expectations Vaughan & Fowler (2004) also found that patients for whom the 
experience was more distressing were less likely to relate to the voice from a 
submissive position. Conversely, patients who believed their voices to have 
benevolent intent were more likely to submit, a finding the authors put down to trust.
The analysis of relationship factors in voice-hearing provides some important clues to 
treatment. With patients diagnosed as suffering from psychosis, Birchwood et al
17
(2000) point out that it is not satisfactory merely to try and eliminate voices, but that 
clinicians should seek ways of helping patients improve social status and position, and 
encourage group identification. Vaughan & Fowler (2004) suggest that clinicians 
working with voice-hearers should consider the relationship between client and voice. 
They argue this to be useful particularly when clients do not want to view the 
experience as anything less than an interpersonal relationship (i.e. do not want to 
consider their experience as a product of their own thought). Hayward (2003) points 
out that it is important not to distance the relationship with the voice from the hearer’s 
relationship with their own social environment.
The theories of voice hearing that I have discussed so far have two important 
messages. Firstly, models of voices as inner speech show that hearing voices can be 
explained in terms of normal psychological processes. Secondly, analysing beliefs 
about and relationships with voices opens up the possibility that, by helping a patient 
effect changes in their social environment, the distress caused by voices could be 
alleviated. Considering the relationship with voices encourages a more individualised 
way of working with voices. For the final part of this essay I am going to consider 
how voice-hearers themselves (regardless of diagnostic status) construct voice-hearing 
and demonstrate how patients and therapists can make sense of voices.
How do voice-hearers interpret their voices?
Jones, Guy & Ormrod (2003) attempted to explore how a range of voice-hearers 
understood their experiences. Importantly in the study they used current psychiatric 
patients (11 subjects), people who had used services in the past, though not 
necessarily as a result of voice-hearing (5 subjects) and people who had not come into 
contact with services (4 subjects). They used a Q-sort methodology (Stevenson 1935, 
1953) requiring the subjects to rank statements in terms of the extent to which they 
represented their own view, and also interviewed the subjects. They identified a 
number of beliefs about voices: seeing voices as a positive spiritual experience; 
attributing voices to previous life-events; a pessimistic view of voices; beliefs that 
voices should be treated medically (whilst not endorsing a medical model of 
causation); beliefs that voices are caused by other forces (including both chemical
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imbalances and possession by spirits), and a view that voices are a medical condition. 
The authors found that different beliefs were endorsed to different degrees. However 
their conclusion was that the “study supports the assertion that the explanations 
adopted by voice hearers seldom correspond completely with any existing theory 
(Romme & Escher, 1993)”. To add to this, there are numerous cultural examples of 
voices being seen as a positive experience, including the Xhosa people of South 
Africa who train voice hearers as indigenous healers (Sodi, 1995). In many religions, 
hearing voices is seen as a desirable experience. Watkins (1998) notes that in Buddhist 
traditions, hearing the voice of God is seen as a stage of spiritual. Within Christianity, 
voices of angels have been said to guide people into religion or away from danger 
(Liester, 1996). Negative voices can be constructed as a sign of possession by the 
devil and give rise to treatments like exorcism and faith healing (Al-Krenawi & 
Graham, 1997).
I believe that this finding should strongly influence clinical work: at present there are 
a number of different ways of working with voices, and when embarking on clinical 
work with voices it is important to consider what the experience means to the 
individual. Any given service-user will have beliefs both about their own voices, but 
also may hold religious beliefs that construe voice-hearing as plausible or even 
desirable. As a therapist, I might not share those views about voices but need to 
remember that there is no way of proving which explanation of voice-hearing is most 
accurate. The task is not necessarily to convert an individual to a new way of thinking 
but to help them cope with experiences they find distressing. For these reasons, a wide 
range of treatments needs to be made available so that individuals can make sense of 
their experiences in a way that is acceptable to them. An important development in 
recent years is the growth of the ‘Hearing Voices Movement’ (documented by James, 
2001). Through this movement networks of groups have grown where voice-hearers 
can meet and discuss their experiences, their reactions to voices and ways of coping 
with distressing experiences. The network doesn’t discriminate on the basis of 
diagnostic status, or the explanations that group members have of their experiences. 
The groups are sometimes facilitated by mental health professionals but are 
sometimes solely run by voice-hearers. The growth of these groups should be
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supported by psychologists, both as a method of de-stigmatising the experience, but 
also as a source of support for our patients from people who share their experiences.
Romme & Escher (2000) document an individualised way of working with voices. 
This is not to say that the voice-hearers beliefs about the nature of their experiences 
are taken completely at face value, rather that the client and therapist work 
collaboratively to develop an explanation. They give numerous examples of the sorts 
of explanations of voice-hearing and group these into categories of unbearable 
conditions (e.g. not being allowed to be one-self), recent trauma, conflict between 
ideal and reality (e.g. finding a new job too difficult and doubting one’s ability), 
turmoil in personal relationships, and trauma or problems tolerating emotion in 
childhood. Romme & Escher (2000) demonstrate that developing individualised 
explanations for voices gives rise to a number of different treatment methods. In an 
example where voices were explained by the loss of a job, treatment was focussed 
upon supporting the patient in applying for new jobs. When a new job was found, the 
voices disappeared. In contrast, a patient who had experienced sexual traumas in early 
adulthood had experienced a worsening of voices heard since puberty and, as a result 
had decided to become celibate. Treatment was based around confronting her attitudes 
towards sex which, once changed, led to the patient getting married and the voices 
becoming less frequent and disturbing. This work clearly shows that developing an 
understanding of voices in terms of the patient’s reaction to life events is of great 
importance to decisions about appropriate treatment plans.
The above examples demonstrate the diversity in interpretation of voice-hearing. I 
have argued that it is important to bear this in mind when embarking upon work with a 
patient who hears voices. Furthermore, we need to attempt to understand the 
experience in the context of a patient’s personal history.
Conclusion
I have demonstrated that voice-hearing should not always be considered a symptom of 
mental illness. It is an experience shared by people who, in our society, we would 
consider ‘ordinary’ or ‘normal’. There are theories available which begin to explain
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voice-hearing using ‘ordinary’ processes (inner speech, beliefs and relationships). 
These theories inform treatments that can be employed when a person is distressed by 
the experience. I have also stressed the importance of considering the diversity of 
beliefs about voice-hearing, and the influence of a person’s personal history in 
developing voices. There are a number of aspects of this essay that I think will 
influence my future clinical work. Firstly, I think there is cause for optimism when 
working with someone who is distressed by their voices. The fact that it is possible to 
live with voices without being given a psychiatric diagnosis is hopeful for clinical 
work. Working therapeutically does not mean trying to take away the experience of 
voices, but to help the patient cope better with them. The research I have been 
exposed to on the relationship between voice hearers and their voices will influence 
my work with voice-hearing. It opens up the possibility that, by helping a client to 
manage their beliefs about voices, and relationship to them, they can cope better with 
their experience. In doing this, there is still the opportunity for clients and therapists to 
develop a mutual understanding of the origins and meaning of voices. Developing a 
greater understanding of voices allows the clinician greater flexibility in working with 
patients who hear voices and, hopefully with greater efficacy.
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Critically discuss some of the theoretical tensions and dilemmas faced by clinicians 
in the treatment of borderline personality disorder in a multidisciplinary team
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Introduction
Borderline personality disorder (BPD) is a diagnostic category from the DSM-IV 
(American Association, 1994), classified as ‘emotionally unstable personality 
disorder: borderline type’ in the ICD-10 (World Health Organisation, 1992). The 
details and ‘symptoms’ of BPD will be addressed later in this essay. For the purposes 
of this essay I have understood ‘theoretical tensions’ as those that arise from the 
concept of BPD, the theories as to the development of BPD and theories as to the 
interventions that should be provided for people with the diagnosis. I have understood 
dilemmas as issues that arise for teams in the management and treatment of people 
diagnosed with BPD. Undoubtedly there is crossover between ‘theoretical tensions’ 
and ‘dilemmas’ and this will be reflected through the essay. These issues are of 
particular importance since it has been identified that treatment of people with the 
diagnosis has, in the past, been inappropriate and often unavailable. As such, the 
implementation of appropriate treatments has become a priority in this country 
(Department of Health, 2003). In writing this essay I come from a perspective of 
having worked with people diagnosed with BPD in the provision of Dialectical 
Behaviour Therapy. This experience has been invaluable in helping me write this 
piece and I will use some examples from my own experience to illustrate concepts 
discussed. My experience has also no doubt strongly influenced my understanding of 
BPD.
Borderline personality disorder as a concept
One of the primary theoretical tensions in the treatment of borderline personality 
disorder is the debates as to the legitimacy and usefulness of the BPD concept. Within 
a medical model, BPD is diagnosed using the following criteria (from DSM-IV, 
American Psychiatric Association, 1994):
At least five of:
Intense and unstable personal relationships 
Frantic efforts to avoid real or imagined abandonment 
Identity disturbance or problems with sense of self
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Impulsivity that is potentially self-damaging 
Recurrent suicidal or parasuicidal behaviour 
Affective instability 
Chronic feelings of emptiness 
Inappropriate intense or uncontrollable anger
Transient stress-related paranoid ideation or severe dissociative symptoms
BPD is a commonly used diagnosis, with an estimated prevalence of between 0.2 and 
1.8% in the general population and 15% of psychiatric inpatients (Widiger & 
Weissman, 1991). These statistics from an American study are not necessarily an 
accurate representation of the number of people diagnosed with BPD in the UK. 
However, it is an indication of the likely large number of people seen within UK 
services who may meet the diagnostic criteria. Given that the diagnostic criteria 
include self-damaging and suicidal behaviour, it is not surprising that people 
presenting with these difficulties cause significant anxiety for clinicians. Indeed, 
Winston (2004) argues that people with BPD “pose some of the most difficult 
management problems facing the clinical psychiatrist. They frequently present in 
crisis, but are often difficult to engage in any form of treatment. Their behaviour 
causes considerable anxiety but their ambivalence about treatment often leaves 
professionals feeling frustrated and resentful” (p211). While this is no doubt based on 
the clinical experience of a number of professionals, such a statement might reflect the 
expectations that professionals have of someone with this diagnosis before they have 
even met them. Furthermore, this expectation that this is ‘what people with BPD do’ 
might prevent professionals from really asking why this is the case or how their own 
intervention might affect this. For example, the expectation that such people are 
‘ambivalent’ might lead to an initial lack of hope on behalf of clinicians.
Is BPD a valid construct?
Taking a social constructionist perspective, Bjorklund (2006) considers a number of 
assumptions about BPD that should be taken into consideration. For example, that 
BPD is not a ‘real’ thing but something that has been created for the purpose of 
grouping and labelling people. This means that, when presented with figures about
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prevalence, the reality is that this is the number of people who a powerful group 
(namely psychiatry) has determined can be labelled in a certain way. Multidisciplinary 
teams (MDT) exist within a society, and are dominated by a profession that, on the 
whole, values the act of diagnosing. Whether or not this is a constructive situation is 
debatable and unlikely to change very quickly. Nevertheless, the questioned validity 
of the construct should be acknowledged within services when the act of diagnosing is 
taking place. It may likely be a cause of conflict between professionals within a team 
(regardless, possibly, of their own professional label). A diagnosis should be given 
with a particular goal in mind, which would appropriately be to plan intervention.
Whilst questions should be raised as to the legitimacy of the diagnosis, we should also 
consider the potential effects of not seeing diagnoses as a reflection of ‘reality’. For 
example, Nehls (1998) argues that the consequence of not viewing BPD as a 
‘legitimate health problem’ is that care can be “fragmented, non-continuous, and 
unplanned” (Nehls, 1998, p i03).
BPD and stigma
From a social constructionist perspective, it is also necessary to consider the meaning 
of the label “borderline personality disorder” in terms of the ideas and images it 
conjures. From a contemporary perspective, the label “borderline personality 
disorder” says very little about the experience of the people who are given the label. 
The equivalent diagnosis from ICD-10 (“emotionally unstable personality disorder: 
borderline type”) has a little more descriptive power, but some authors (e.g. Courtois, 
2004) have questioned whether other diagnostic labels ought to be applied and 
whether these would contribute to more empathy and care from professionals. Nehls 
(1998) argues that theories of BPD that fail to acknowledge the impact of early trauma 
and conceptualise behaviour displayed by people with the diagnosis as deliberately 
difficult give way to services “devoid of caring... [and] a sense of hopelessness about 
treatment effectiveness prevails” (p i03). Hodges (2003) compares the diagnosis of 
BPD with that of Post Traumatic Stress Disorder (PTSD), arguing that “the underlying 
view characterizing an individual placed in one category as “disordered” due to a 
character flaw versus another category that depicts an individual’s symptoms as a
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consequence of circumstances has significant implications” (p409). Furthermore, 
Courtois (2004) argues that conceptualising BPD as a complex trauma reaction, and 
giving a diagnosis that reflects this leads to more empathie treatment by clinicians. As 
such, Pearlman and Courtois (2005) recommend that the label be changed to PTSD or 
Disorders of extreme stress not otherwise specified (DESNOS).
During my own experience of working with BPD, I was struck by the histories of 
traumatic experiences described by the participants in the DBT group in which I 
worked. Reminding myself of this was useful at times of difficulty. I can also 
appreciate that using different language could influence a change in the culture of 
services for people with BPD. Nevertheless, I will, for the remainder of this essay, 
refer to BPD since this is the term used currently.
Bias in diagnosis
Further than the expectations evoked by the diagnosis, a number of authors have 
argued that the BPD construct is neither valid nor helpful. Nehls (1998) argues that 
the bias in diagnosis of women with BPD (70-77%, Swartz et al, 1990; Widiger & 
Weissman, 1991) is dependent on western gender stereotyping and that dependent and 
demanding behaviour from women that attracts a diagnosis of BPD is more likely to 
be overlooked in males. To go further. Courtois (2004) has argued that BPD is a 
diagnosis “applied predominantly to women in a pejorative way” (p415). There has 
been some debate among researchers as to whether the construct itself is biased. 
Skodol and Bender (2003) have concluded that the diagnostic criteria themselves are 
not biased and therefore raised questions as to what contributes to the bias in diagnosis 
of women with BPD. Acknowledging that there is clearly a gender bias in diagnosis of 
BPD one must question what causes this and whether it is a reflection of 
inappropriate, pejorative use of the label. This bias is something that I have noted in 
my previous experience where, in contact with around 30 people who had received a 
diagnosis of borderline personality disorder, only one of them was male. This bias, 
which may have been related to the referral process to the treatment project, may also 
have reflected a bias of even greater proportions than has been found in the quoted
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studies. Clearly, services need to take steps to ensure that their diagnoses are as free 
from such biases as possible.
Current Service Provision for Borderline Personalitv Disorder
Whether or not BPD is a valid construct or reflective of societal biases, one must also 
consider whether or not having a diagnosis is useful. It has been acknowledged at a 
government level that this has not been the case. In a recent publication by the 
Department of Health (2003) there was an acknowledgement that diagnoses of 
personality disorders have been applied to “the patients psychiatrists dislike” and 
associated with words such as “time-wasters” and “manipulative” (p20). Whilst the 
document is written to encompass all personality disorders, these statements are 
highly relevant in the case of BPD. They state the impact that this has had on care 
received by people with personality disorders: “people with a diagnosis of personality 
disorder are frequently unable to access the care they need from secondary mental 
health service ... are treated at the margins -  through A&E, through inappropriate 
admissions to inpatient psychiatric wards, on the caseloads of community team staff 
who are likely to prioritise the needs of other clients and may lack the skills to work 
with them ... many clinicians and mental health practitioners are reluctant to work 
with people with PD because they believe they have neither the skills, training or 
resources to provide an adequate service and because many believe there is nothing 
that MH services can offer” (p5). Bateman and Tyrer (2004a) argue that among other 
factors, improving evidence for effective treatments for personality disorders means 
that “clinicians will have to be trained and equipped to treat the very patients that they 
presently avoid, and services must be organised so that a disadvantaged group of the 
population have better access to treatment” (p425). This need itself, highlights 
theoretical tensions regarding the sorts of treatments that should be provided and will 
be addressed in the following section.
Tensions in theoretical understandings and associated treatments
Accepting that BPD is a concept and diagnosis in regular use within British 
psychiatric services, a further tension is in theoretical explanations of the disorder and
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the multitude of treatment models they have spawned. A thorough review of such 
theories and treatments is beyond the scope of the current essay. The intention is to 
demonstrate the current tensions that clinicians and teams will need to grapple with in 
planning and implementing treatments for BPD. Therefore, I will briefly introduce 
cognitive, dialectical behaviour and psychodynamic theories, and their associated 
treatment models. I am concentrating on these theories since they have been identified 
by Bateman & Tyrer (2004) as the most common treatment models for personality 
disorders.
Cognitive theories
Cognitive theory of BPD argues the presence of ''dysfunctional beliefs that influence 
patients’ perceptions about themselves, others, and their environment” (Wenzel et al, 
2006, p 504) which affect the way individuals perceive and respond to their 
environment and preventing them from challenging such negative beliefs. It is 
proposed that these beliefs result from negative childhood experiences. Wenzel et al 
(2006) also argue the presence of contradictory sets of beliefs that lead to 
dichotomous thinking, increased anxiety, depression and frustration that can be 
reduced by extreme behaviours. Butler et al (2002) identified salient beliefs in BPD 
including dependency, distrust, helplessness, fears of abandonment and fears of losing 
control. Wenzel et al (2006) further argue that people with BPD have reduced abilities 
to deal with difficult situations and thus experience more intense and unstable 
interpersonal relationships which create situations that intensify negative mood. The 
authors also propose that harmful and impulsive behaviours serve a number of 
functions in releasing tension, “to make a dramatic statement to others” (p. 505) and 
as a means of distraction from emotional pain. Whilst these provide temporary relief, 
these behaviours make the situation worse in the long term. At the cognitive level they 
confirm previously held dysfunctional beliefs and create a sense of hopelessness. The 
basis, therefore, for cognitive therapy of BPD is change in dysfunctional beliefs 
alongside enhancement of behavioural skills to assist dealing with difficult situations 
and feelings.
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Dialectical Behaviour Therapy
Dialectical Behaviour Therapy was initially presented as ‘Cognitive Behaviour 
Therapy for Borderline Personality Disorder’ by Linehan (1993) but has been 
described by the author as a ‘biosocial theoiy’. In short, the theory comprises 
biological influences (emotional vulnerability) and social factors (invalidation). 
Emotional vulnerability is described by Lynch et al (2006) as “a biologically mediated 
predisposition for heightened sensitivity and reactivity (i.e., quick and strong 
reactions) to emotionally evocative stimuli, as well as a delayed return to baseline 
emotional arousal”. The invalidation refers to a learning environment “characterised 
by punishing, ignoring or trivializing the individual’s communication of thoughts and 
emotions as well as self-initiated behaviours and may involve sexual, physical and 
emotional abuse” (Lynch et al, 2006). Linehan (1993) argued that the consequence of 
these factors is a disruption of cognitive and emotional processes at times of 
emotional arousal. Within this theory, dangerous and self-destructive behaviours are 
both a consequence of emotional dysregulation, and an attempt (that is initially 
successful) to regulate the same. The behaviour is characterised as a legitimate 
attempt to manage feelings by a person with a limited repertoire of skills to do so. 
Linehan (1993) proposes a multi-modal treatment programme involving individual 
therapy and a skills group. Essentially, as Lynch et al (2006) report, the ‘dialectic’ is 
the balance between helping someone to change, and also accepting the present. The 
skills taught in the group programme are those of Mindfulness (focussing on the 
ability to acknowledge and be present in emotional experiences). Distress Tolerance 
(skills involved in managing painful emotions). Emotion Regulation (skills involved 
in understanding emotions and reducing vulnerability) and Interpersonal Effectiveness 
(skills involved in managing difficult interpersonal situations). The goal of individual 
therapeutic sessions is to support attempts to change behaviour and to begin to accept 
painful emotions (past and present). Swales, Heard & Williams (2000) emphasise the 
importance of attending very closely to the therapeutic relationship within DBT, 
stating that “the DBT therapists attends vigilantly to how the therapist and client 
reciprocally influence each other”.
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Psvchodvnamic Theory
Goldstein (1995) explains the borderline personality, a term that originated in 
psychodynamic literature, as a pattern of ego strengths and deficits. The strengths, he 
argues “enable the borderline to present a fairly “normal” appearance”. The 
weaknesses, according to Goldstein are difficulties in impulse control and frustration 
tolerance; the tendency to adopt ‘primitive ego defences’ such as splitting; identity 
diffusion (and sense of emptiness) and affective instability (fluctuations between 
depression, boredom and anger). There are a number of theories as the cause of these 
weaknesses. Fonagy and Bateman (2006) have emphasised the importance of 
disrupted attachment in BPD. They argue that people diagnosed with BPD have a 
limited ability to understand theirs and other peoples’ mental states, which they refer 
to as ‘mentalization’. They argue that such deficits can result from ‘constitutional 
factors (Bateman & Fonagy, 2004), possibly combined with early neglect. Bateman 
and Fonagy (2006) argue that, in the face of severe trauma, children who have 
developed with impaired mentalization stop thinking about their own or others’ 
mental states, possibly as a means of defending against the hostile intent of the 
perpetrator. The authors argue that the later effects of this early experience is that 
individuals resort to primitive understanding of emotions and are left unable to fully 
integrate experiences with emotional states. In Bateman and Fonagy’s (2006) model, 
they argue that self-destruction may be the only escape from the pain caused by the 
difficulties in processing and making sense of emotional states. This theory is the 
background to mentalisation based treatment of BPD which involves partial 
hospitalisation (Bateman & Fonagy, 2004). The aim of this intervention is to build a 
more sophisticated understanding of internal states and to develop an understanding of 
how internal states affect behaviour. This is one of a number of psychodynamic 
models of BPD and there are other important treatments such as within therapeutic 
communities (e.g. Davies, Campling & Ryan, 1999).
Tensions in Treatment Planning
As has been demonstrated, the different theories of the causal factors of BPD relate to 
different interventions. The dilemma for those involved in the treatment of BPD is the
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intervention to adopt in a given service. In my opinion, each of the above theories is 
well thought out and has a great deal of explanatory power. In a sense, they are 
complementary and seek to achieve the same goals -  namely to help people to manage 
distressing experiences in a less harmful way. However, from an organisational 
perspective (taking into account the pressures services are under), treatments need to 
be effective and efficient. At the moment, no treatment has overwhelming success 
compared to the others (Bateman & Tyrer, 2004b) but there is a growing 
understanding that BPD is treatable (Winston, 2000). The treatments are specialised 
therapies and, as such, it is impossible to expect that a wide range of therapies be 
offered within each MDT. In my experience, adopting a model of treatment as near as 
possible to how it was intended meant that clinical staff within the team had a clear 
sense of what they were trying to achieve. There also needs to be an 
acknowledgement that these therapies are labour intensive and the work can be 
emotionally difficult for practitioners (see later sections). Therefore, services need to 
be organised in such a way that there are clear strategies as to how to provide help to 
people by providing the most comprehensive service. The team in which I worked 
were beginning to recognise that DBT was effective in managing self-destructive 
behaviour. Nevertheless, clients leaving the DBT service often reflected that although 
they were better at managing their behaviour, they did not ‘feel better’. Thus, there 
was a growing acknowledgement that different therapeutic models might be effective 
at treating different aspects of people’s problems and that a ‘stepped’ approach might 
be necessary. I realise that these organisational decisions were taken from a limited 
evidence base, but I would argue that the need to provide in the absence of strong 
evidence is the very real challenge faced by multidisciplinary teams.
From theoretical tensions to dilemmas
The previous discussions as to the nature and meaning of BPD and the theoretical 
tensions involved in treatment planning are so important because of the intensity of 
the difficulties that people treated for BPD present with and the dilemmas that are 
presented to MDTs working with them (e.g. Winston, 2004). Whilst the problems 
experienced by people diagnosed with BPD are now thought of as amenable to 
therapeutic intervention, there is nevertheless considerable need to consider the
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management of suicidal behaviour and risk, and the potential effects that working in 
this area can have on individuals and teams.
Management of self-destructive behaviour and risk
Self-destructive behaviour causes a number of difficulties for clinicians, in terms of 
the treatment that is necessary when it takes place, and the anxiety it arouses in 
clinicians and team. Fine and Sansone (1990) argue that the management of self­
destructive behaviour in BPD is a particularly important dilemma since, not only is 
there a risk that needs to be managed, but the behaviours serve a function for 
individuals that mean that an overreaction may be counter-therapeutic. Therefore such 
incidences need to be thoughtfully managed. They point to some issues that are of 
great importance in treating people with BPD in an MDT context. Fine and Sansone 
(1990) distinguish between suicide in an acute context and chronic suicidal behaviour 
and that these need to be managed in different ways. They argue that where there is a 
risk that a person may actually attempt suicide, this risk needs to be managed, often by 
admission to psychiatric hospital. Such admission, they argue would be inappropriate 
in the management of chronic suicidal behaviour, including self harm, because it 
would reinforce clients’ feelings that they need to be rescued. Furtherrnore, they argue 
that clients should maintain responsibility for their behaviour. Within the MDT, 
problems could arise if a therapist is working to try and help a person maintain 
control, but the person is admitted to hospital by a colleague. This emphasises the 
need for good communication and close teamwork (Bateman & Tyer, 2004a).
The need to balance risk with therapeutic benefit is reflected in my previous 
experience. Part of my role was to make phonecalls to group participants who had 
telephoned the helpline that ran alongside the treatment. In line with the DBT model 
(Linehan, 1993) the purpose of the helpline was to provide assistance in the use of 
skills to manage painful emotions with methods other than self-harm. During these 
calls, people were grappling with ambivalence about wanting to manage their 
emotions in a less harmful way, and the knowledge that they had the option of using 
methods which they knew were effective in the immediate sense. As a worker on the 
other end of the phone, there was awareness that there was a need to ‘coach’ the use of
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alternative skills whilst accepting that there is a risk that the person will harm 
themselves. Therefore there was a need to make explicit plans as to what would be 
done before resorting to self harm (e.g. telephoning out of hours crisis service), and 
also what to do should such harm take place (e.g. getting appropriate medical 
treatment). My experience was that the process of managing such calls was 
challenging but it was reassuring to have a definite protocol for such situations. In my 
opinion this meant that we could work with risk as opposed to reacting to it.
Managing within-team difficulties
There are considerable dilemmas in the planning of how care is provided for people 
with BPD and how multidisciplinary teams can work together for the benefit of their 
clients. Bateman and Tyrer (2004a) propose that most people who have been 
diagnosed with personality disorders would be managed within a ‘divided functions’ 
model. That is, that therapy is conducted by one individual (or therapeutic team) 
whilst another professional (they suggest a psychiatrist within a community team) 
manages the day to day care. This situation can create potential difficulties, given the 
differences these professionals may have in their conceptualisation of, and attitudes 
towards, people with a diagnosis of BPD. Bateman and Tyrer (2004a) warn against 
the separation of “treatment of an individual who is already psychologically 
fragmented, into discrete components at a time when the task is to improve integration 
within the person and to establish them a more constructive place within society” 
(p427). The possible consequences of this situation, they argue are weakened 
therapeutic alliances and differences in crisis management. The authors argue, 
however, that as long as different practitioner’s roles are well-defined and that the 
extended team of professionals are well co-ordinated, then treatment can be provided 
in a coherent manner. This was one of the key tasks for the DBT with whom I worked. 
One of the effective ways of doing this was to recruit therapists for the team from the 
constituent community mental health teams (CMHT) and the stipulation that the care 
co-ordinators of group members came from outside of the DBT team. This helped 
raise awareness of the therapy and ensured that a line of communication was 
maintained between the different professionals involved.
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It is clear to see that, before any of the ‘splitting’ thought to be demonstrated by 
people with a diagnosis of BPD takes place, teams can be set up in a ‘split’ fashion. 
Faced with unstructured care arrangements from ill-coordinated teams (effectively 
already split), it is quite easy to understand how people can be drawn to ‘split’ teams 
or individual members into ‘good’ and ‘bad’. This occurs when different members of 
teams experience powerful feelings about a person that are conflicting from others. 
Bland and Rossen (2005) warn that splitting can cause polarization in teams and lead 
to damaged treatment relationships and early discharge for the client. Bateman and 
Tyrer (2004a) state that splitting can be a “result of poor team communication [or] a 
representation of the patient’s inner processes” (p430). The challenge for the team, 
therefore, is to be able to distinguish between these scenarios. Clearly, supervision is 
of great importance in achieving this. Within my DBT team, weekly two hour 
supervision meetings attended by all therapists were of great importance to working 
towards a consistent and integrated approach. Discussions as to the impact that work 
had on therapists were considered an important part of the meeting. It was interesting 
to me how, as a therapist. I could experience a client in a completely different way to 
another, and it was through these meetings that we were able to consider whether this 
was reflective of differences in our own styles or differences in the client’s behaviour 
towards us.
Effects of work on individuals
Having established the impact of work with BPD in terms of team management, it is 
important to consider the effect that this work has on individual clinicians. The impact 
of the work and reaction to clients can have a number of consequences if not 
acknowledged. McHenry (1994) argues that the reactions that therapists have to 
individuals with BPD are wide-ranging and are dependent on their own personality 
characteristics which, if not acknowledged, can create a number of difficulties. For 
example, McHenry argues that “the co-dependent therapist whose identity is based on 
pleasing others and being helpful to others does not deny the overwhelming emotions 
handed to him or her by the patient [but] cannot tolerate it, and feels enormous 
pressure to make it go away”. The consequence of this is that the therapist may spend 
much time and effort to point out strengths and “give pep talks” to the extent that “the
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patient feels ignored as a real person and believes that he or she must be good in some 
way in order to help the therapist’s self esteem” (p561). This may result in the 
‘patient’ (McHenry’s term) verbally attacking the therapist or becoming increasingly 
dependent, neither of which would be desirable outcomes. The above is just an 
example of the numerous therapeutic impasses that McHenry argues can result from 
therapist not acknowledging their own interpersonal difficulties. She contests that 
such issues need to be addressed by therapists having their own therapy and states 
that, at the very least, therapists working with people with borderline issues need to 
have regular formal supervision. Supervision groups, it is argued, do not suffice 
because of the tendency to avoid painful issues within such groups. From my 
experience of the DBT supervision group and whilst I don’t remember thinking such 
avoidance was going on, I could see how this could be the case. Whilst McHenry 
(1994) highlights the problems that can arise when therapists fail to acknowledge their 
own difficulties, Bateman and Tyrer (2004a) assert that clinicians involved in the 
treatment of personality disorders need to have an advanced level of skill, particularly 
given the importance of maintaining a therapeutic alliance in potentially difficult 
circumstances. They propose the development of a national programme of training in 
order to achieve this. The personal effects of working with BPD are not limited to the 
provision of therapy. Bland and Rossen (2005) discuss the consequences for nurses 
supporting people diagnosed with BPD and highlight issues such as feeling personally 
attacked by displays of intense anger, and seeing “behaviour as deliberate and bad 
rather than part of the illness”(p509). They emphasise the importance of regular 
supervision, both for developing a clinical understanding of such issues but also for 
emotional support. This certainly reflects my experience since there were times when 
DBT clients used brief admissions to the local psychiatric unit, who, in response to 
some of the difficulties they experienced, made use of liaison with our team in order 
that they could provide the most appropriate care. In addition, they have recently 
appointed one of their staff as a lead for personality disorder.
Conclusion
Each of the issues mentioned in this essay could have been addressed in much greater 
detail, such is the breadth of the recent interest in developing a greater understanding
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of, and better ability to treat BPD. These issues are all relevant to the work of the 
MDT and are challenges that clinicians need to address. Developments at a national 
level regarding the specialist treatment of BPD will continue. However Winston 
(2000) contests that “most borderline patients will continue to be managed by general 
psychiatrists and the place of such specialised therapies within generic mental health 
services will need to be determined” (p215). These issues are, therefore, important for 
all mental health teams, especially given that many specialist teams specifically 
exclude people with personality disorder diagnoses (Bateman & Tyrer, 2004a). 
Ironically, people with a set of problems that are thought to require specialist 
treatment are managed within non-specialist services. This was a challenge being 
faced by the Primary Care Mental Health Team that I spent my first year clinical 
placement working with. Whilst they had set up a DBT service, they had very little 
specialist support for people with a diagnosis of BPD. Without being involved in any 
such treatment, it was clear to me that the team liaised very closely regarding the 
management of their clients with long-term personality difficulties. In a sense then, 
they had begun to face up to some of the challenges associated with BPD in order to 
provide the best treatment that they could for their clients. These challenges are, no 
doubt, being faced by MDT professionals all over the country.
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This is my reflective account of the Problem Based Learning exercise of my 
clinical psychology training. The task was to work in our Case Discussion Groups to 
prepare a presentation on ‘the Relation to Change’. During the course of this account 
I will summarise our presentation, reflect on how we worked together as a group, and 
my own contribution to and experience of both the group and the exercise. 
Throughout the account I will relate my experiences of this exercise to my experience 
of clinical work on placement.
What we did
Acknowledging that we were all experiencing change within our careers we decided 
to concentrate on change within clinical psychology. Our presentation centred around 
two models of change. These were the ‘developmental model’ (Hawkins & Shohet, 
1989) and the ‘Transition cycle’ (Nicholson, 1990). We concentrated on these models 
since we felt they could be applied to the clinical psychology career and contrasted 
well with each other -  one describing change at an organisational level, and the other 
at an individual level. We aimed to ‘test’ our models of change by interviewing people 
at different stages in their clinical psychology careers.
We decided to make our final presentation humorous in the form of a TV game-show 
‘family fortunes’ using quotes from the interviews that we conducted. We presented 
our models as ‘commercial breaks’. Our presentation was light-hearted and we did 
enjoy ‘performing’ it. However, we were able to convey our understanding of the 
models of change that we had used, and illustrate the changes that take place in the 
clinical psychology career. We concluded that both of the models were of potential 
benefit when considering change throughout our careers and that it seems impossible 
to have one model to reflect all change.
The group process
As a group, we weren’t initially that focussed on the presentation itself. Instead we 
spent time trying to think about what we know about change and trying to find models 
of change that would help make the task more concrete. Our discussions often
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reflected ideas that models of change didn’t seem to evoke the human experience of 
constant change in the context of different levels of stability. Some of the group 
(myself included) were quite bemused by the task -  we found it too vague, and this 
frustrated us. Looking back, the abstract nature of the task was important both because 
it challenged us to work together to make some sense of the problem. I feel this 
reflects the difficulties that clients come to us with problems we don’t understand, and 
the process of working together to build a collaborative understanding.
We spent a lot of time discussing our relationship to the current changes we were 
going through -  we were all beginning on the course, questioning whether we’d done 
the right thing, and unsure about how the future would pan out. We agreed at the 
initial session to monitor our own anxiety and how that changed over the first six 
weeks but actually ended up not doing this. Reflecting on this lack of completion of 
‘homework’ it has struck me how similar it is to something we might ask our clients to 
do in the initial stages of treatment. If they don’t do it, we might be tempted to discuss 
this in terms of their ‘compliance’.
I remained aware that the change on the course was not the only change taking place. 
Again this is similar to the situation for our clients. In my clinical work I have seen 
people who see themselves as having multiple areas they want to change, and within 
the CBT model we work to change sequentially. For me the six weeks of the PBL 
exercise was one of huge change. I had begun a new relationship at the beginning of 
the course, and throughout the course of the six weeks experienced a difficult situation 
which led to it ending much sooner than I hoped. At times, it was difficult to remain 
focussed on the course because of what was happening outside, but the PBL group 
became a place where I felt able to ‘get lost’ in what we were doing. I think this was 
as much down to the way the group worked together as it was to the task we had to do. 
In the context of negative change I was very aware of the potential of the Case 
Discussion Group as a supportive forum.
Humour has always been important within our group. I think we have been very lucky 
to have a group of trainees and facilitator who are able to share a joke, and I think this 
has helped to create a trusting atmosphere. It also hasn’t hindered our productivity. I
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think the final presentation was a good reflection of how our group worked together 
and how our group continues to function. The supportive nature of our group was 
important leading up to the presentation. To some extent we were all anxious about 
our own ‘performance’ and how our presentation would be received by the course 
team and other trainees. Similarly I am very aware on placement that the changes 
made by clients are facilitated by support and trust within the therapeutic relationship, 
since making changes or completing behavioural experiments within CBT is often 
accompanied by anxiety and uncertainty.
One of the challenges that we faced in our group was to balance the styles in which 
different group members wished to work. It was clear from early on that there was a 
contrast between those who wanted to focus on the end goal of the presentation and 
those who were happier to let discussions flow and ‘see what happens’. It was 
important for us to respect each other’s different working styles. I feel that we 
achieved this to a greater extent, since we were able to relax and discuss ideas without 
feeling burdened by a sense of urgency, but also kept some focus on the development 
of the final presentation. As the weeks progressed we, as a group, developed the sense 
of urgency that some members had all along! This was perhaps reflected in the 
number of meetings that we had outside of timetabled sessions to practise our 
presentation.
My role in the group
At our first group meeting we elected our chair and minute-taker. I took the role of 
chair. I did this as it didn’t seem that anybody really wanted to be the chairperson, but 
also wondered if we had fit into a stereotype with one of the males in the group taking 
a ‘leadership’ role. I’m still not sure if what I did in the group was anything like what 
a ‘chairman’ does. I was aware that the purpose of the chairman is to keep discussions 
moving, enable eveiyone within the group to have their say, and to move the group 
toward decision-making. I think that really individuals within the group all did these 
jobs in different ways and at different times. And I certainly didn’t feel that I did any 
more of this than the others. I wondered whether my behaviour in this role was 
influenced by how I viewed myself within the group: being one of the younger group
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members I certainly didn’t feel natural in adopting what can be a role given to more 
‘senior’ group members. Also, as a male in the group I didn’t want to be seen as trying 
to ‘take charge’. I think I was also very conscious of not knowing other members of 
the group, and not wanting to cause any ruptures. Not knowing the rest of my group 
(or indeed my year) well, I think my behaviour was influenced by a desire to ‘make a 
good impression’: for me that desire has more to do with being friendly, relaxed and a 
good team member. The presence of our facilitator certainly influenced my 
consideration of the chair’s role -  despite the fact that we were encouraged to make 
our own decisions, I felt that there were times when we looked to her for leadership, 
and for reassurance that we were ‘doing it right’.
However, I realise that these sorts of issues are played out in many different 
circumstances. In my group clinical work I have seen the development of different 
roles in the group. I am also aware that my concerns about my age and sex in taking a 
chairpersons role will be relevant in team working where I may be required to take 
this role again with reference to clinical issues.
The factors that caused me to be hesitant in my role as chair were, I recognise now, 
influenced by my own feelings about how I fitted in the group when I made 
judgements about how I was similar and different to the other group members. This 
has led me to think about our diversity as a group. While, on the surface, we are more 
similar than we may be to some of our clients or colleagues, we still differ in age, 
nationality, education and past experience. These differences have, for me, never felt 
hugely apparent, and I think this is largely explained by the basic respect that we 
afford each other. Within my placement it is obvious that the team treats each other 
with this kind of respect, and there seems to be little tension between professional 
groups. Adopting this kind of attitude on placement, has, I feel, enabled me to 
integrate with the team.
My learning about change
Through writing this account I have spent time thinking again about ‘the relationship 
to change’. I have thought about how change is a complex process, and how difficult
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it was to think about change ‘fitting into’ any particular model. Change is also 
something that is constantly happening to all of us (whether or not we recognise it). 
During my clinical training so far I have experienced a multitude of professional and 
personal changes. I realise that my ‘relationship to’ these changes is governed by my 
perceptions of whether the change is positive or negative. Integrating this idea with 
my clinical work so far it is apparent to me that change, and the relationship a person 
has to changes in their life is a major factor in their mental health. It strikes me that a 
topic that I originally thought was abstract and found hard to relate to my clinical 
training is the crux of my work. As a therapist I am asked by clients and their referrers 
to help a person change in some way. The process of assisting change is complex and 
governed by so many factors inside and outside of the therapeutic relationship. I 
anticipate that ‘the relationship to change’ will be a topic that I discuss in clinical 
work and supervision for many years to come.
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Introduction
Before beginning my reflection on the Problem Based Learning Exercise, I feel that I 
should be honest about my feelings about doing it. I can appreciate that reflective 
writing is a worthwhile exercise. Things that I experience on placement and in 
university impact on me, my understanding of my work and how I approach my work 
in the future. However, in writing about the PBL exercise I feel a pressure to 
overestimate the impact that the exercise had on me and over-analyse the process 
within my case discussion group. I feel that I am having to search for reflection. Prior 
to engaging in the process of writing this account the PBL feels like a fairly distant 
memory of an interesting exercise. It was something that I feel that my group and I 
engaged in enthusiastically and I was pleased with the final presentation. Beginning 
this assignment I feel like I have to overestimate the importance of the exercise. 
However, I am also open to the possibility that, in not spending much time thinking 
about the PBL I may have underestimated the importance of the exercise. With this in 
mind I am going to try and make this a useful exercise for me by spending a 
significant proportion of the account thinking about how what I learnt and what our 
group did during the exercise helps me develop as a clinical psychologist.
The exercise
We were given a complicated case example with parents who had a learning disability 
and were at risk of having their twin children taken away from them. The case was 
full of potential difficulties and the issue which was instantly apparent to our group 
was the need to balance the welfare of the children with the rights of people with 
learning disability to live as normal life as possible, including having children. In the 
example we were given the position of a psychologist who had been given the task of 
conducting a risk assessment on the children in order to help decide whether they 
should remain with their parents or be looked after elsewhere. The exercise was 
particularly difficult for our group because it was a mixture of two different 
specialities, learning disability and child. At the time we were given the problem we 
had just started our placements in either one of those. Therefore a case combining 
both of these felt initially daunting. We also recognised that the case had no clear right
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or wrong answer and acknowledged that individuals within the group might have very 
differing opinions about what should happen to the children which might impact on 
the content of our presentation. We identified a number of important factors in the 
case that we wanted to address in our presentation:
Lack of co-ordinated support given to the parents.
Risk to the children of experiencing neglect.
Risk to the children of witnessing violence from their father.
The potential consequences for children removed from their birth families.
I have learnt over the course of my child and learning disability teaching and 
experience that these sorts of issues recur in clinical work. Being able to grapple with 
them hypothetically was a valuable experience for future clinical work.
The presentation
Realising that the outcome of the case would likely be influenced by the legal system, 
we decided to present in the form of a courtroom scene. Members of the group played 
a judge, and lawyer-psychologist teams arguing for the twins to remain with or be 
removed from their parents. We based our arguments on the policies and acts that we 
felt were salient in the case. In our presentation, we reached a decision that the 
children would be removed from their parents. This decision wasn’t one that we came 
to when we were planning the presentation and we intended it to come as a shock. 
However, we were determined that we wanted our presentation to have a conclusion 
and not to ‘sit on the fence’. I will address the factors that influenced this decision 
later. We decided that the conclusion should reflect the most likely outcome, which is 
that in a majority of cases, children are taken away from parents with learning 
disabilities. We wanted to make the argument that, by some bias or otherwise, cases 
which may not be clear-cut seem to go against the parents. Our presentation seemed 
well-received by the group and we felt that our message came across well.
The group during the PBL
The way the group reacted to the case was interesting and strikingly different from the 
initial reaction to our first year PBL exercise. In the first year we were quite mocking
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of the exercise and irritated by its vague nature. In contrast, this exercise felt very 
realistic and also very confusing. Whilst our group has often had a light-hearted 
atmosphere the initial PBL session had a more sombre feel. I think that we recognised 
the powerful position that psychologists can sometimes be put in, where their opinions 
can help make a decision that drastically impacts on peoples’ lives. We felt quite 
strongly that our presentation should reflect the difficulties in the case. Whilst 
acknowledging that the task presented to us was challenging, the way that our group 
approached the task this year contrasted with last years’ PBL. Whereas last year we 
were happy to work slowly towards the final presentation there was a sense of urgency 
this time around. I think that I felt this urgency quite strongly whereas I am generally 
positioned, and happy to be positioned, as one of the more relaxed characters both in 
CDG and the trainee group. I think, because the task was so open-ended and the case 
so complicated, I felt a desire to put some limits on what we were going to do in the 
final presentation and, in doing so, limit the amount of information we would have to 
digest. I also felt quite strongly about the case and what should happen to the children, 
the reasons I will speculate on later. This sense of urgency was shared by much of the 
group and, interestingly, the person who was most laid-back in terms of planning the 
final presentation had been the most keen to work towards the final presentation last 
time around. I think this change probably reflects group members being more 
comfortable with ‘doing enough’ and not worrying about what is expected of us. This, 
I think, is linked to an appreciation of our role in the NHS and the role of the NHS as 
a whole, which is to do a ‘good enough’ job with limited resources. We could have 
spent many more sessions talking over the complexities of the case but were 
pragmatic about what we needed to achieve.
As mentioned earlier, we were keen for our presentation to reach a decision about 
what should happen to the children. There was some discussion about how, in practice 
we are often asked to give opinions and a feeling that, sometimes we, as a profession, 
often give a very balanced opinion. On reflection, although our presentation reached a 
conclusion, we still gave a balance of evidence. In reality, we didn’t really reach a 
conclusion as a group about what should happen to the children. The process of 
preparing and presenting the case as legal teams allowed us to be competitive within
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the group whilst working as a team. The fact that we were able to achieve this balance 
I believe reflects the supportive atmosphere that we have cultivated as a group.
Our group was also getting to know a new facilitator. It was a different experience 
being facilitated by someone who isn’t a member of the university course team and 
this may well have contributed to our more business-like dynamic. Nevertheless, 
throughout the process of planning the presentation our facilitator was supportive and 
encouraging. The goal of planning the PBL presentation was useful in getting to know 
our facilitator and stood us in good stead to make use of future CDG sessions.
An interesting factor within our group is that only one of us has children. When this 
person talked about the issues of parenting they were able to speak from experience 
that none of the rest of us have. They were able to talk about the pressures on parents 
that I had no experience of. I think that this was an asset of our group and emphasises 
the importance of diversity within teams.
My role in the group
I think that the way I worked in this exercise was fairly similar to how I approach my 
work on placement and in other teams. That is, to be enthusiastic and take an active 
role in the group. I think I influenced the shape that our final presentation took. I don’t 
really know whether this reflects a role that I perform in the group or whether I just 
stumbled across an idea that the group liked! The difference in myself this year 
compared with last years’ exercise was in the role that I took in the final presentation. 
I quite enjoy being in role and did so last year playing the comic character in our 
presentation. In our presentation this year we had someone play the part of a judge and 
I was offered that role by group members. I didn’t take that role and I think this was 
probably surprising to the other CDG members who I imagine would have expected 
me to want to play a central role as I had done in the previous presentation. I was 
conscious of not wanting to seem like I wanted to dominate, even though I 
occasionally enjoy being centre of attention. I also felt that I could contribute my own 
strong feelings about how the case should be resolved. Essentially I think I adapted to
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a slightly different role in this exercise, as is necessary in the different teams we have 
to work in as psychologists and the different roles that we fulfil.
From early in this exercise I felt quite strongly about the case. I felt that the children 
should have been left with their parents and recognise that this was influenced by my 
clinical experience and personal history. Clinically I drew on my experience of 
working with people with learning disabilities where I had often felt frustrated by the 
lack of co-ordinated support and communication between professionals. It was 
apparent to me that the family in the case had a number of different workers involved 
in supporting the parents and children but without any shared goals. I thought that it 
would have been difficult for people with learning disabilities to make sense of each 
professional’s role which would have made it very difficult for the family to make use 
the support offered. However, it seemed to me that the parents were then being judged 
as being incapable of looking after their children without really having a chance. The 
desire to support people to achieve things that they want despite difficulties they have 
is something that motivates me strongly in my work and was obviously something that 
was evoked by this PBL. In terms of my own background I was aware that my desire 
to keep the family together was influenced by my own experience of a supportive and 
loving family. I was aware that my own beliefs about family life could potentially 
cloud my decision about what might be best for the children and I am aware that 
sometimes the best thing for children is for them to be accommodated and cared for 
elsewhere.
Conclusion
I think that the process of writing this reflective account has enabled me to consider 
aspects of the PBL in a more detailed manner than I would have otherwise. Whilst I 
wasn’t initially enthusiastic about writing 2,000 words on the exercise it has served as 
a reminder of the importance of reflection in learning and developing as a 
psychologist. The process has therefore been a beneficial one.
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Introduction
As I begin to write this reflective account, I am finding it hard to think reflectively 
about the PBL exercise. I heard today of the death of a close friend as a result of a 
brain haemorrhage. Such news puts the training course, and the pressures associated 
with it, into perspective. When I usually write reflective accounts, they tend to take 
me a lot of thought and procrastination, and no more than a few attempts to avoid 
getting the work finished. However, thinking about someone losing their life after 
only 25 years makes me want to get this piece of work done in good time so that I can 
get on with other things that are important. So often it is easy to delay things (be they 
things I want to do, or things that I have to do) because they can be done tomorrow, 
next week, or next year. However, today, it is painfully clear that there isn’t always a 
tomorrow. I am writing about this because it is at the forefront of my mind, but also 
because it helps me to identify with one of the things experienced by older adults, one 
of whom was the focus of the PBL exercise. I have often thought, during my work 
about Erikson’s (1950) theory of lifespan development; with a major task of old age 
being to review one’s life. However, I am now suddenly struck by the fact that life 
ends and can end when one least expects it. My account of the PBL will no doubt be 
coloured by my feelings about my friend and, where appropriate, I will make links 
between the PBL scenario, the process, and my current feelings.
The PBL Scenario
The case that we were given was that of Mr Kahn, a 72 year old man of Pakistani 
origin who had recently been bereft of his wife and was noted to be experiencing 
difficulties with his memory, low mood and problems with his personal care. He was a 
Muslim man, but had lost contact with his Mosque following the marriage of his 
daughter to a western man. His daughter had limited contact with him because her 
parents had been angry about her relationship. Mr Kahn had another daughter who 
lived in Pakistan. Our initial reaction as a group was an awareness of the wealth of 
diversity issues, particularly in age and culture. Mr Kahn’s experience of life as an 
older Muslim man would, obviously, be very different to any of ours. However, we 
were also keen that Mr Kahn’s religion and ethnic background should not be our only
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focus. He had been a husband, was a father, and a man living alone in the community. 
We were also aware of the potential temptation to jump to a conclusion that Mr Kahn 
was in the early stage of dementia and, perhaps, a pressure from healthcare teams to 
conduct an assessment for this. We were aware that his difficulties could, potentially, 
be explained by depression or grief. Furthermore, we were unsure whether Mr Kahn 
would have had to cook and clean for himself prior to his wife’s death. These 
uncertainties were influential in our thoughts about how we would turn this scenario 
into a presentation. We were keen that we wanted our presentation to reflect some of 
these uncertainties, rather than to reach conclusions about the cause of Mr Kahn’s 
reported decline. We wanted, therefore, to think about issues of engagement and how 
we would begin working with Mr Kahn if he was referred to us in our clinical work. 
We thought that building a trusting working relationship with Mr Kahn would be 
important and potentially challenging given that he may have had limited contact with 
mental health services in the past. This could lead him to be suspicious about people’s 
intentions, particularly since he had not reported any of these difficulties himself. 
Knowing that he wanted to remain living independently, there would clearly be a risk 
of him thinking that professional involvement would involve him having to move out 
of his home.
The process
When we began this PBL, almost all of the group members felt pressured by the 
demands placed upon us at the time. In particular, people were working on designing 
and implementing our major research projects. Consequently, we were reluctant to 
embark upon preparing an ambitious presentation. We wanted to engage with the task 
and benefit from the opportunity for learning with which we were presented, but did 
not want to spend large amounts of our time preparing and researching. We therefore 
agreed to spend some time researching aspects of the topic but to concentrate more on 
the process that we would have to go through, and considerations that we would need 
to make, if we had Mr Kahn had been referred to our teams. We wanted to consult to 
someone who may have more knowledge of Mr Kahn’s culture and background to 
think about how we could work with him in a sensitive way. One of the community 
psychiatric nurses at my placement, in an Older People’s Community Mental Health
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Team, was a Muslim man with a special interest in culture and religion in the 
provision of mental health services. I agreed to discuss the case with him and feed 
back to the group. This provided me, and the group, with important factors to 
consider. We talked generally about engaging people from different ethnic 
backgrounds and, more specifically, about working with older Muslim people. He 
talked about people’s different understanding of mental health and psychological 
distress and the importance of the local community and Mosque in dealing with such 
difficulties. His experience was that Muslim people are unlikely to go to see their 
doctor if they are depressed or experiencing other psychological symptoms. They may 
choose to consult their Imam, who will offer pastoral and emotional support. He 
believed that mental health practitioners should work more closely with Mosques if 
they are to engage people who may need their support. He said that, whilst they may 
be able to offer emotional and family support. Mosques may benefit from education 
regarding physical processes that have psychological consequences, such as the 
dementias. He suggested that, since mental health practitioners work in GP surgeries, 
they could also spend time in Mosques and indeed other religious establishments. I 
was left thinking about how services can be made more flexible to engage people from 
non-white communities. The scenario we were given reflected the necessity for 
services to be flexible in engaging people from different cultures, that led to policy 
documents such as ‘Delivering race equality in mental health care’ (Department of 
Health, 2005) and development of professional roles concerned with developing 
culturally sensitive services. This flexibility, both in the given scenario and ‘real’ 
clinical situations, is likely to lead to better relationships with clients and better 
outcomes.
Our group decided to present the case in the form of a ‘live’ meeting of clinical 
psychologists. We had a number of reasons for doing this. Firstly, we wanted to move 
away from the scripted and rehearsed presentations that we had given in the past. We 
wanted to concentrate more on the process of discussing a case such as Mr Kahn and 
felt that scripting a presentation would make this less realistic. We also felt that we 
would benefit from challenging ourselves in this way and that it would be more 
relevant to the tasks that we will be increasingly faced with in the coming years of our 
career. That is to communicate our understanding of a case with other professionals.
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whose outlook may differ, in order to develop the most complete formulation of 
people’s difficulties. It is often the case in team meeting that one is required to 
summarise complex information in order to influence a team’s decision and we felt 
that, in the final year of our training, this was a good opportunity to practise such 
skills. Therefore, in the presentation, we each brought the information from the area 
that we had researched and discussed the case as we might a new referral. However, 
whilst this was ‘live’ in that it was not scripted, we had of course discussed the 
information in our planning meetings and also practised prior to presenting in front of 
the whole group. So whilst, as a group, we were keen to challenge ourselves, there 
was also a desire to make certain that our chosen format would work and not leave us 
feeling embarrassed or that we had not put enough effort in our preparation. On the 
day, I felt that our presentation went well. It was interesting to see that, in the course 
of our practise runs up to the final presentations, the discussion itself differed. 
Therefore, I felt that we had successfully maintained the ‘live’ aspect of the 
presentation.
Development of the group
This PBL exercise took place at the start of year 3. The end of the second year was a 
difficult period for our group, and something that I wrote a lot about in a previous 
account. Nevertheless, a situation had occurred where people in the group had felt 
uncomfortable and, in some cases, isolated. We discussed this situation in our first 
meeting. Furthermore, on the day of the first meeting, there had been a discussion 
between the whole year group and senior tutors, about situations whereby people had 
felt isolated within the whole year group. It was, therefore, a difficult time to begin the 
PBL exercise. Fortunately, with the assistance of a new facilitator, we were able to 
discuss both the group and whole-year situations. Whilst the year-wide issue remained 
unresolved, I felt that we were able to take a more reflective stance about the difficulty 
that we had within the group. Beginning the PBL exercise at this time was, I believe, a 
helpful way of rebuilding the cohesion in the group since we had a shared goal to 
work towards. Research on the PBL process emphasises the importance of a positive 
group atmosphere for good learning outcomes (Visschers-Pleijers et al, 2006). 
However, it was the shared goal which, I believe, helped us to leave the earlier
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difficulties behind us. The ability to resolve the conflict that we had has allowed us to 
move forward. Indeed, a characteristic of high performing teams is that conflict 
resolution has a positive effect for the group (Kulik, 2004).
Myself in the group
I have thought about how my own role within the group, particularly during the PBL 
exercise, has developed. I think that I have often had ideas about how to do things that 
have been picked up by the group. I do not know, of course, whether the rest of the 
group would agree with this! However, I do feel that I bring an element of creativity 
to the group that I also bring this into my clinical work on placement. The desire to be 
creative and flexible has certainly affected my choice of specialist placement in which 
adaptability and creativity seem to be necessary to engage people who may not 
otherwise access mental health services. I am also usually an enthusiastic group 
member. With the pressures of research mounting as they were during the PBL 
process, I felt less enthusiastic than usual. However, I did not feel that it impeded on 
my ability to engage with the task. I think that the ability to get on with things when 
one feels pressured or otherwise, is an important one to develop as a clinical 
psychologist. In completing this assignment, and in the time spent on placement since 
the news of my friend’s death, I have had to do just that. I hope that this account has 
reflected some of the processes that our group went through in completing the PBL 
assignment, and some of the things that I learnt as a result.
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CASE DISCUSSION GROUP
Summary of Case Discussion Group process account 1
Year 1: September 2006
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Summary of Process Account of Case Discussion Group Year 1
This account focussed upon my experiences of the first year of my case discussion 
group, with particular emphasis upon the development of the group and my role 
within it. During the year we discussed a wide range of topics, including informal 
updates on our placements and more formal topics such as case presentations.
I felt that the group developed a good rapport from the outset. However, as we worked 
together to develop ideas for the presentation, it became apparent that some members 
of the group were more task focussed than others. As the nominated chairperson of the 
group, I was aware of the need to manage this conflict of styles in order that 
everyone’s needs within the group were accounted for. Nevertheless, it felt that our 
cohesiveness has a group has given everyone within the group a strong voice.
A difficult period for the group was when our facilitator had to take an extended 
period off work due to illness. She had become an integral part of the group and I felt 
that we had benefited from her style of facilitating. We wondered whether a different 
facilitator would try and change the group. As a result of such fears, we even 
discussed asking if we could go on as a group with no facilitator. I noticed the 
similarities in concerns about the impact of a new facilitator with my own change of 
supervisors during my first year. In reality, the new facilitator had a similar style and 
the group continued feeling cohesive and supportive.
I reflected on my role in the group. I felt that I was relaxed and positive, but 
recognised that my relaxed attitude may have prevented me fi-om making full use of 
the opportunity, such as by presenting a case for the group to formulate. I also 
reflected on the impact that the group had had on my clinical work. I felt that it had 
helped me develop confidence in my work and also my skills in formulation. The case 
discussions reminded me to consider early experiences as well as to consider clients’ 
current difficulties. The group also helped me to develop my use of supervision by, for 
example, being more explicit about my emotional reaction to clinical situations.
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I looked forward to the fixture of the group, though was aware of the imminent loss of 
one of our members due to pregnancy.
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CASE DISCUSSION GROUP
Summary of Case Discussion Group process account 2
Year 2: July 2007
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Summary of Case Discussion Group Process Account Year 2
In this report I reflected on the second year of Case Discussion Group (CDG). It had 
been an interesting year, both in terms of our conversation and the development of the 
group.
During the first year of our CDG, we had developed into a cohesive and supportive 
group. There was a risk at the end of the first year that the groups might be rearranged 
if one group was unable to commit to a later meeting time due to timetabling 
constraints. We agreed as a group to take the later session to avoid having to split up. 
We also had a new facilitator who was external to the staff team. Not knowing her, we 
were unsure what her style would be.
I noticed during the Problem Based Learning exercise early in the year that the group 
was more task focussed than it had been before. We also produced a more serious 
presentation than we had before, possibly due to the sombre nature of the scenario 
with which we were presented.
The nature of our discussions developed during the year. We spent a smaller 
proportion of the time discussing clinical cases as opposed to issues we had 
encountered working within NHS teams and reflecting more generally on our 
development as trainee clinical psychologists. We also had helpful discussions around 
difficulties in supervisory relationships.
During this year we had our first experience of managing conflict in the group. I 
reflected on my experience of the difficulties, my contribution to managing them and 
my emotional reaction to events. I felt that we were able to acknowledge that, whilst 
we were unlikely to be able to develop a shared understanding of the topic of 
disagreement, this did not prevent us from being able to move forwards and continue 
to use the group constructively the following year.
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I reflected, throughout the account on the part that our facilitator had played in helping 
us to reflect on topics of conversation throughout the year, as well as their 
contribution to the management of the difficulties that arose.
70
CLINICAL DOSSIER
This section of the portfolio contains a brief overview of the experience gained on 
clinical placements along with summaries of the five formal case reports completed 
during the three years of clinical training. All names and other identifiable information 
have been removed from case report summaries.
Placement contracts, supervisor evaluations, clinical logbooks and the full versions of 
the five case reports can be found in volume 2.
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Adult Mental Health Placement Summary
Placement Details
Dates: October 2005 -  September 2006
Supervisors: Dr Metka-Shawe Taylor & Dr Maria Furst 
Setting: Surrey and Borders Partnership NHS Trust
Base: North Tandridge Primary Care Mental Health Team; Rehabilitation and
Recovery Team, Epsom.
Summary of experience
This year long placement consisted of two parts over which I gained a wide 
experience of psychological assessment and intervention in adult mental health 
settings. The first half of the year was spent in a primary care mental health team. 
Intervention consisted of cognitive behaviour therapy (CBT) with clients, aged 
between 22 and 65, diagnosed with depression and panic disorder. I also worked with 
a young partially sighted man and his father, to help them manage obsessive 
behaviour related to possible autistic spectrum difficulties. I also completed cognitive 
assessment with a man with memory problems. During this half of the placement I co­
facilitated a group for people with obsessive compulsive difficulties using CBT and 
incorporating mindfulness techniques. In the second half of the placement I worked in 
a service for people with long-term mental health needs, most of whom had diagnoses 
of schizophrenia or other psychotic disorders. During this half of the assessment I 
worked in the community and into a rehabilitation unit with people aged between 17 
and 64 with a range of difficulties including psychosis, bipolar affective disorder, 
generalised anxiety and health anxiety. Interventions were generally CBT-based but 
formulations included psychodynamic and systemic theory. I also conducted cognitive 
assessment and specific assessment for Asperger’s syndrome. During this half of the 
placement I had the opportunity to give a presentation on Acceptance and 
Commitment Therapy to a group of clinical psychologists, as part of an ongoing 
Continuing Professional Development programme.
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Clinical skills and expertise
This placement provided the opportunity to build upon basic CBT skills developed 
prior to embarking upon clinical training. I also developed skills in using a range of 
cognitive assessments, including the Weschler Adult Intelligence Scale and Weschler 
Memory Scale. I developed skills in working with people with common mental health 
difficulties as well as severe and enduring problems. Whilst working predominantly 
from a CBT perspective, I developed skills in the integration of other theoretical 
perspectives (e.g. psychodynamic and systemic) into formulations. I was able to build 
upon skills in group facilitation in which I also incorporated mindfulness techniques. I 
demonstrated creativity in my interventions, such as developing a relapse prevention 
pack for a young man who had been referred by the Early Intervention in Psychosis 
service and in. I demonstrated an ability to consider diversity of clients and help make 
intervention accessible to service users, exemplified by my work with a young blind 
man. I also demonstrated research competency through the Service Related Research 
Project.
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Adult Mental Health Case Report (number 1) Summary
Cognitive behavioural assessment and intervention with a woman in her mid
twenties experiencing panic
This report describes work with Kim, a 26 year old woman who had been referred to 
me by a colleague in a Primary Care Mental Health Team for help with anxiety 
problems which manifested in a fear of losing bladder control.
Kim described experiencing panic attacks and felt these were caused by the feeling 
that she was going to lose bladder control. The main trigger for such panic was 
driving, but she also experienced problems in some work and social situations. Kim 
completed the Beck Anxiety Inventory (Beck & Steer, 1993), the result of which 
indicated that she was experiencing severed anxiety. A cognitive behavioural 
formulation was developed, concentrating particularly on safety behaviours that 
reinforced Kim’s fear of losing control. On the basis of this formulation I worked with 
Kim, using cognitive behaviour therapy, focussing on challenging thoughts about 
losing bladder control and working towards exposing herself to her feared situations 
without using safety behaviours.
As work with Kim progressed, it became apparent that she was able to understand the 
rational for exposing herself to feared situations, but unable to go through with such 
tasks. It seemed that, whilst Kim explained her fears as resulting from specific 
situations, they reflected underlying fears that she was not able to explain. It appeared 
that her experiences were similar to separation anxiety. Her difficulties were therefore 
reformulated to include aspects of separation anxiety, the effect of which was to cause 
general feelings of being unsafe. Kim found this to be helpful and this new 
understanding allowed us to work on fears of not coping and of losing control. At the 
time of writing the report, we had planned further sessions to help Kim develop ways 
of coping with these underlying fears so that she could work towards exposing herself 
to feared situations.
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I reflected on the challenges this work had posed for me. In particular I was exposed 
to the complexity that can be involved in seemingly straightforward difficulties.
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Adult Mental Health Case Report (number 2) Summary
Cognitive Behavioural Therapy with a 38 year old man with a persecutory
delusional belief
This report presented work with Brian, a 38 year old man who presented with 
distressing beliefs, regarded as delusional, about being stalked and persecuted by a 
woman.
Brian described his experience of being followed and persecuted by someone he 
called Fiona for 15 years. He believed that she caused difficulties in his daily life, 
such as causing problems at work and with his car, and that she influenced other 
people to do and say hurtful things to him. The consequence of Fiona’s influence was 
that he felt depressed. However, he also said that it prevented him from getting into 
arguments, and from being lonely.
A cognitive behavioural formulation of Brian’s experience was developed (based on. 
Freeman et al, 2002). His experiences were developed at a time when he was unable 
to find work and ‘felt paranoid’ which he explained as resulting from the influence of 
someone else. Continued experiences of negative events, including a diagnosis of 
schizophrenia confirmed his beliefs about being persecuted. Furthermore, avoidance 
of social situations prevented him from receiving disconfirmatory evidence. A further 
consequence of these beliefs was that they protected him from having to accept that 
his experiences were symptoms of mental illness.
Brian’s goal for our work was to feel supported in talking about Fiona. 1 also aimed to 
begin to modify some of Brian’s beliefs about her, so that he might be able to see her 
as less threatening. During the sessions we also developed an understanding of Fiona, 
focussing on her intentions and motivations. Brian believed her to be influential and 
that her aim was for him to commit suicide. Following this, we began to look at 
alternative reasons for events that he had concluded were examples of Fiona’s 
persecution. Finally, we used some ‘reality testing experiments’ (Nelson, 2005) to test 
some of his beliefs.
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At the time of writing the case report, we had planned further reality testing 
experiments. Because our work together was limited, it was hoped that Brian would 
join a CBT group for people with psychosis after we had finished our sessions.
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Child and Family Placement Summary
Placement Details
Dates: October 2006 -  March 2007
Supervisors: Sarah Waugh & Dr Jacqueline Hammond-Wyatt
Setting: St Georges’ & South West London Mental Health NHS Trust
Base: Sutton Child & Adolescent Mental Health Service
Summary of experience
This placement provided the opportunity to work with children and young people 
between one and seventeen years old. Clinical work consisted of assessment and 
intervention of a variety of presenting problems, including phobia, anxiety, 
depression, behavioural problems and difficulties resulting from physical illness and 
developmental disorders (e.g. Asperger Syndrome). Interventions were conducted 
directly with children and young people, indirectly with parents (e.g. to assist them 
with managing difficult behaviour or to support individual work). I also worked with a 
young man with Asperger syndrome together with his mother. Assessments took the 
form of routine assessments of children referred to the service, as well as specific 
cognitive assessment. The main theoretical model was cognitive-behavioural. 
However, developmental and system theory was used to inform integrative 
formulations and interventions. I gained experience of working with young people and 
families from diverse backgrounds.
Clinical skills and expertise
This placement provided the opportunity to consolidate psychometric assessment 
skills using the Weschler Intelligence Scale for Children (4* Edition) and specific 
assessment for Asperger Syndrome (Gilliam Asperger’s Disorder Scale). There was 
an opportunity to develop observation skills as part of assessment of autistic spectrum 
disorders. Furthermore, skills in intervention were developed. Specifically, I 
developed skills in modifying cognitive behaviour therapy for work with children, and
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working indirectly with parents, and utilising other therapeutic modalities in creative 
ways, such as using solution-focussed techniques to help a young man with 
Asperger’s syndrome and his mother manage social and behavioural difficulties.
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Child and Family Case Report Summary
Assessment of an 8 year old boy with behavioural difficulties and suspected
Asperger Syndrome
This case report presented the assessment and formulation of an 8 year old boy of 
Chinese parentage with reported social difficulties, fears and difficult behaviour at 
home. He was referred for advice regarding behaviour management. However, his 
parents had a specific query as to the possible diagnosis of Asperger syndrome (AS) 
and expected that we would be conducting a cognitive assessment. Therefore, an 
extended assessment was conducted with specific focus on AS traits using the 
following information:
• Weschler Intelligence Scale for Children -  4* edition (WISC-IV: Weschler, 
2003».
• Observation of Samuel at school.
• Gilliam Asperger Disorder Scale (GADS: Gilliam, 2001) carried out with his 
mother.
• Conversation with after-school club manager.
• Further interview with his mother.
Information from the assessment led to the conclusion that Samuel was a boy of 
average intelligence but with particular strengths in using learnt information. The 
assessment showed that he had some traits that are characteristic of people with AS. 
However, these were not considered enough to warrant a diagnosis.
Therefore, a formulation of Samuel’s behaviour was developed. This focussed on 
traits that predisposed Samuel to difficult behaviour, precipitating factors that may 
have led to the development of fears and difficult behaviour. Factors which may have 
perpetuated Samuel’s behaviour included his parents conflicting opinions as the 
causes of his difficult behaviour and the strategies that should be used to manage it.
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We recommended that Samuel and his parents have sessions with one of the family 
therapists in order to develop a shared understanding of his difficult behaviour and 
plan ways to manage it.
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People with Learning Disabilities Placement Summary 
Placement Details
Dates: March 2007 — September 2007
Supervisors: Dr Julie Nixon & Geetha Langheit
Setting: Surrey and Borders Mental Health Partnership NHS Trust
Base: Epsom Community Team for People with Learning Disability
Summary of experience
This placement provided the opportunity to work with a range of men and women 
with learning disabilities aged between 21 and 68. Interventions took the form of CBT 
based work and included working with a young man who had displayed sexually 
inappropriate behaviour, educational work with a client with epilepsy and behavioural 
interventions with clients with behaviour that was considered challenging (including 
physical aggression and incontinence). I worked directly with clients and also with 
care staff teams to assist them in implementing management guidelines. I also 
conducted a wide range of assessments, including assessment of possible learning 
disability, assessments of a client’s understanding of their medication and cognitive 
assessments to inform the development of interventions. I also worked with the 
manager of a long-stay inpatient unit to engage a client with a diagnosis of 
schizophrenia in an assessment of his consent to being an informal patient on a locked 
unit. I also gained experience through observation of systemic family therapy work. 
During this placement I was able to attend training on the new mental capacity laws.
Clinical skills and expertise
During this placement I built upon existing assessment and intervention skills, 
adapting information to make it accessible to the people with whom I was working. I 
was able to consolidate behaviour management skills and provided informal training 
to a staff team on management guidelines. I demonstrated knowledge of risk 
assessment and an understanding of the application of mental capacity laws to the
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lives of people with learning disabilities. I also developed my competence in the use 
of a range of cognitive assessments, including the WAIS, the British Picture 
Vocabulaiy Scale and the Leiter performance scale. It was also necessary to consider 
diversity issues in the choice of assessments, for example when working with people 
with significant verbal communications.
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People with Learning Disabilities Case Report Summary
Assessment and intervention regarding sexually inappropriate behaviour 
displayed by a 21 year old man with a Learning Disability
This case report presented joint work with an assistant psychologist, consisting of 
assessment and intervention with David, a 21 year old man with a learning disability 
and significant expressive communication difficulties, who was referred for the sex 
offender treatment programme run at the team in which I was placed.
David had been the victim of sexual abuse aged three and had a history of sexualised 
behaviour from the age of six. Teachers at school were concerned by incidents of 
inappropriate behaviour and the extent to which he talked about sexual fantasies 
regarding young children. Since leaving school, he had been assessed by a clinical 
psychologist and private psychotherapist, both of whom had expressed concerns 
regarding risk. Consequently he had been closely monitored to the extent that he had 
very little privacy. The fact that there had been no incidents of inappropriate 
behaviour since the age of 16 was attributed to the high level of supervision.
As part of the assessment, I administered a cognitive assessment using the Leiter-R 
(Leiter, 1948) performance assessment and British Picture Vocabulary Scale (Dunn et 
al, 1997). These assessments provided estimates of his verbal and performance 
abilities and confirmed that he would likely struggle with the group format. We also 
used the Sexual Attitudes and Knowledge questionnaire (Unknown, in Sinclair et al, 
2002). He demonstrated good basic knowledge of sex and consent. We were unsure, 
however, of the extent to which he would be able to put his knowledge of consent into 
practice.
An integrative formulation of David’s behaviour was developed. Particular attention 
was paid to his apparent identification with people younger than himself for 
friendship, his history of having been abused, sexual gratification associated with 
thoughts about young children, and the fact that the high level of supervision was 
acting as a barrier to developing age-appropriate relationships.
84
In planning intervention, we considered that addressing the issues that had contributed 
to his behaviour, including the experience of abuse, could not be addressed in limited 
time. Therefore, we used material from the sex offender treatment group (Sinclair et 
al, 2002) to build upon his sexual knowledge, and develop his understanding of 
appropriate and inappropriate behaviour. He used this work well and appeared to 
consolidate his existing knowledge.
Risk issues were considered, including David’s reinforcement of inappropriate 
thoughts through masturbation. Whilst we felt that, because of the high level of 
supervision, his risk of offending was currently low, it was not possible to say that he 
could be left unsupervised around children. We also emphasised his naïveté and the 
potential risk that more able people posed to him.
We recommended that David’s care manager seek social and occupational 
opportunities, including accommodation, where he could develop age-appropriate 
relationships in environments where he would not be left alone with young children. 
Furthermore, a psychotherapist agreed to read our report in order to determine 
whether he could offer David the chance to address his early experiences.
References
Dunn, L. M., Whetton, C. & Burley, J. (1997). The British Picture Vocabulary Scale: 
Second Edition. London: NFER Nelson.
Leiter, R. G. (1948). Leiter International Performance Scale. Chicago, IL: Stelting 
Co.
Sinclair, N., Booth, S-J. & Murphy, G. (2002). Cognitive Behavioural Treatment for  
Men with Intellectual Difficulties who are at risk o f Sexual Offending. Kent: 
Tizard Centre: University of Kent at Canterbury.
Unknown. Sexual Attitudes and Knowledge Questionnaire.
85
Older Adults Placement Summary
Dates: October 2007 -  March 2008
Supervisor: Dr Beth Freeman
Setting: South West London & St George’s Mental Health NHS Trust
Base: Twickenham Older People’s Community Mental Health Team
Summary of experience
During this placement I worked with people between the ages of 55 and 80. Clinical 
work consisted of assessment and intervention with older adults with a range of 
presenting problems. I developed formulations based broadly on CBT, but integrating 
systemic and developmental ideas. Individual intervention work included individual 
CBT-based interventions focussed on managing anxiety based on concerns about 
ageing and managing difficulties arising from caring for a disabled child. I also used 
solution-focussed ideas to help a couple manage difficulties arising from a stroke. I 
also co-facilitated a two session group with another trainee helping people with 
concerns about their memory (some of whom were in the early stages of dementia) to 
identify practical ways of compensating for their difficulties. Assessment work took 
the form of conducting clinical assessments for people referred to the team, as well as 
specific neuropsychological assessments to assist with diagnosis of degenerative 
illness. I also used routine outcome assessments as part of the evaluation of work.
Skills and expertise
The work I undertook during this placement gave me the opportunity to adapt existing 
therapy skills so that they could be utilised. I was also able to use supervision to 
develop knowledge of developmental stages and, in particular, the challenges that 
individuals are faced with in later life. I developed skills in neuropsychological 
assessment, including comprehensive cognitive assessment (Wecshler Adult 
Intelligence Scale), assessments of executive functioning (the Hayling / Brixton tests. 
Trail Making Test and Behavioural Assessment of Dysexecutive Syndrome (BADS)).
I also used brief assessments for memory screening including the Addenbrooke’s
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Cognitive Examintation -  Revised and the Middlesex Elderly Assessment of Memory 
Scale. I also built upon reporting skills, by producing comprehensive professional 
assessment reports and also brief consumer-friendly reports in order that cognitive 
assessments informed care management.
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Older Adults Case Report Summary
Neuropsychological Assessment of a 78 year old man with suspected Dementia
This case report presents Mr Little, a 78 year-old white British male client who 
reported short-term memory and word-finding difficulties. He also described 
difficulties working with numbers. He was referred to me by a consultant geriatrician 
for comprehensive neuropsychological assessment.
Mr Richardson described his difficulties as having noticed his difficulties about six 
months prior to our assessment. They were not associated with any stress, physical 
illness of mental health difficulty. He had suffered a car accident some forty years 
prior to the onset of his difficulties. Considering his history and reported problems, it 
was hypothesised that Mr Little’s difficulties were the result of an organic illness. He 
had been given a diagnosis of mild dementia by the referrer. The signs and symptoms 
of Alzheimer’s Disease, Vascular Dementia, Dementia with Lewy Bodies and Fronto- 
temporal Dementia were considered. The overall aim of the assessment was to 
develop a picture of Mr Little’s current difficulties to inform diagnosis.
The assessment included measures of:
• Premorbid intellectual functioning: National Adult Reading Test-2 (Nelson & 
Williamson, 1991).
• Current intellectual functioning: Weschler Adult Intelligence Scale -  3^  ^
Edition^: The Psychological Corporation (1997, 2000).
• Memory: Hopkins Verbal Learning Test -  Revised (Brandt & Benedict, 2001); 
Logical Memory Test from Weschler Memoiy Scale -  3""^  Edition (The 
Psychological Corporation, 1997, 2002); Doors and People test (Baddeley et 
al, 1994).
• Attention and concentration: Trail Making Test (Pardington & Leiter, 1949).
• Speed of processing
 ^Sub-tests from the WAIS-III were used to compliment assessment of separate cognitive domains.
• Visual spatial skills: Rey-Osterreith Complex Figure Test (Rey, 1941; 
Osterreith, 1944; Strauss, Sherman & Spreen, 2006).
• Verbal fluency and executive functions: Controlled Oral Word Association 
Test (Spreen & Strauss, 1998); Trail Making Test. (Pardington & Leiter, 
1949); subtests from the Behavioual Assessment of the Dysexecutive 
Syndrome (Wilson et al, 1996).
Results of the assessment confirmed that Mr Little had significant impairments in his 
short-term memory. He also appeared to have visual-spatial difficulties, problems with 
complex attention and some difficulties with executive functioning. This pattern of 
impairments was considered consistent with a diagnosis of Alzheimer’s Dementia. 
The results of the assessment were fed back to Mr Little and the consultant 
psychogeriatrician who made the referral, along with suggestions for strategies that he 
could use to compensate for his difficulties.
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Advanced Competencies Placement Summary
Dates: April 2008 -  September 2008
Supervisors: Dr Kirsty Grieve
Setting: South West London & St George’s Mental Health NHS Trust
Base: Adolescent Assertive Outreach Team
Summary of experience
During this placement I had the opportunity to work in a special outreach team for 
adolescents aged 13 to 18 presenting in crisis or with mental health difficulties that 
required intervention that could not be provided within a general CAMHS setting. I 
worked intensively with clients with a range of difficulties including depression, 
OCD, psychosis and chronic fatigue. Because of the nature of clients’ difficulties I 
consolidated my experience of working with risk issues. Furthermore, I gained further 
experience of joint multidisciplinary working. During the placement I gained 
experience of adolescent inpatient work, where I contributed to ward rounds and also 
worked with a staff nurse to design and run a recovery group for young people.
Clinical skills and expertise
During this placement I worked predominantly from a cognitive behavioural 
framework. I developed particular skills in the use of CBT with young people with 
complex and severe difficulties. However, other perspectives (particularly systemic) 
were utilised in formulations. I also developed skills in family work, particularly 
assisting families to understand and manage clients’ difficulties. Because of the 
specialist nature of the team I handled referrals from CAMHS services. It was 
necessary within these conversations to assist the referrers to think about risk 
management prior to the team’s assessment.
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QUALITATIVE RESEARCH PROJECT (ABSTRACT)
An audit of referrals to a Primary Care Mental Health Team psychology service 
with a view to allocating psychology time to primary care settings
Year 1: May 2006
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Aim: To examine rules and boundaries of flirtation using qualitative research
methods. The study was regarded as a preliminary exploration. The researchers 
endeavoured to examine behaviours used in flirtation, as well as to inquire what 
people felt were the purposes and intentions behind these behaviours. Additionally, 
the study looked at whether or not these rules were dynamic; gender differences in 
flirting; and the role of stereotypical behaviours, with a view to providing greater 
insight into flirtatious behaviour.
Method: A focus group was conducted with eight participants; three males and
five females aged between 20 and 30. The data were analysed using interpretative 
phenomenological analysis (IPA).
Results: The analysis revealed five super-ordinate themes. These were:
Intentions; Development of Flirting; Power; Boundaries; and Gender. Two themes. 
Boundaries and Gender, were discussed in the body of the paper. These were felt to be 
the themes that were particularly representative of participants’ experiences. The 
theme of Boundaries included three sub-themes: the relationship with the person with 
whom one is flirting; one’s own relationships status; and physical boundaries. The 
theme of Gender also encompassed three sub themes: differences in intention; 
differences in behaviour; and gender-based power differentials.
Discussion: It appeared from the findings that rules and boundaries can be
influenced by the person with whom one is flirting, and why and where it is occurring. 
Furthermore, the boundaries of flirting were complex, flexible and frequently 
transgressed. Peer interactions, experience and social norms were constructed in the 
participant’s narratives as impacting on both boundaries and gender differences.
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SERVICE RELATED RESEARCH PROJECT
An audit of referrals to a Primary Care Mental Health Team psychology service 
with a view to allocating psychology time to primary care settings
Year 1: July 2006
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Abstract
This project presents the findings of an audit of referrals to psychologists in a Primary 
Care Mental Health Team (PCMHT). The purpose of the audit was to assist in making 
decisions regarding the allocation of psychology time directly into practices served by 
the team in line with the goals set out in the National Service Framework for mental 
health (1999). Psychologists in the team receive referrals from primary care and from 
members of the secondary care team. The aims of the study were to find out the 
proportion of referrals to psychology coming from the constituent practices; to 
determine the referral route (primary or secondary care), and to establish whether 
there is variation in the number of sessions allocated to clients who have been referred 
from the practices.
The PCMHT receives referrals from 13 primary care surgeries in the area. Registered 
Mental Health Nurses work into nine of these surgeries. They work under the title of 
Mental Health Practitioners (MHPs) and provide assessment and intervention of 
patients from these surgeries.
Referrals to the psychology service in the PCMHT came from all 13 surgeries. The 
majority of psychology referrals came from surgeries with input from MHPs. The 
proportion of referrals received via primary and secondary care routes varied across 
practices. The number of referrals received appeared to be related to the total 
population of the practices. There was variation across practices in the number of 
sessions allocated to clients. The impact of these findings on decisions regarding the 
allocation of psychology time to primary care settings was discussed.
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Introduction
This project will investigate the referrals to the psychologists at a Primary Care 
Mental Health Team. The aim of this is to assist the team in providing psychology 
time directly into their constituent primary care surgeries.
Primary Care Mental Health teams were developed after the National Service 
Framework (NSF) for mental health (1999) was published. Standard 2 of the NSF 
states that “any service user who contacts their primary health care team with a 
common mental health problem should: have their mental health needs identified and 
assessed; be ordered effective treatments, including referral to specialist services for 
further assessment, treatment and care should they need it”. The NSF highlighted a 
need for change in the management of mental health problems in primary care. The 
NSF report into primary care (2001) suggests that up to 40% of GP consultations are 
mental health related and that, in 20-25% of consultations, a mental health problem is 
the sole reason for the appointment. Furthermore, Murray & Lopez (1997) predicted 
that by 2020 depression will be the second most debilitating illness in terms of 
economic impact. Consequently the NSF report into primary care (2001) set a number 
of goals, including improving the speed of access to effective treatments; support for 
primary care from specialist services; faster access for people in crisis; and care and 
treatment closer to home.
The changes called for in the NSF (1999, 2001) have an impact on the work of clinical 
psychologists. It is indicated that psychological therapy should be provided at an early 
stage. For example, the National Institute for Clinical Excellence (NICE, 2004) 
guidelines for the treatment of anxiety stated that cognitive behaviour therapy (CBT) 
is one of the most important treatments for panic disorder and should be provided as a 
first line of treatment. Psychological Therapies Working in Partnership (NHSE, 2000) 
states that psychological therapy should be available in different settings as opposed to 
traditional mental health settings. The NSF primary care report (2001) indicates that 
providing more services within primary care would have the effect of reducing non- 
attendance rates. Goumay and Brooking (1995) argue that high non-attendance rates 
reflected high levels of dissatisfaction including stigma attached to visiting mental
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health settings, long waiting lists and the inconveniences of having to travel fiirther for 
appointments. By providing psychological services directly into primary care settings 
some of these problems may be alleviated.
The Primary Care Mental Health Team (PCMHT) in which the author is placed has 
been developed out of the plans outlined in the NSF and aims to facilitate a link 
between primary and secondary mental health care. Mental Health Practitioners 
(MHPs) who are by profession Registered Mental Health Nurses are placed in six of 
the primary care practices within the area. They receive referrals from General 
Practitioners and complete a Triage assessment. Following this assessment, the MHP 
takes one of two pathways: they may provide a short period of psychological 
treatment or refer to the secondary team including psychology. Psychology referrals 
also come via general practitioners where there is no MHP provision and from 
members of the secondary care team (i.e. social workers, psychiatrists, community 
psychiatric nurses).
At present clinical psychologists are based at the team base. However, the team serves 
a large catchment area. As previously mentioned travel, along with the stigma 
attached to visiting mental health settings may make it more difficult for clients to 
engage with psychology services. Therefore the team is planning to allocate clinical 
psychology time directly to primary care practices. It is intended that this time will be 
allocated on the basis of the demand for psychology coming from these surgeries. The 
surgeries may differ in their demand in terms of the proportion of referrals for 
psychological input based on a number of factors including population size and 
characteristics of patients, including demographic. Thus it may be inappropriate to 
allocate psychology time purely on the basis of population size.
In order to allocate psychology time to the surgeries within the PCMHT catchment 
area on the basis of demand the team required information on the number of referrals 
of clients from each of the surgeries and the proportion of total referrals they 
accounted for. In order to get more information about the types of referrals received it 
was necessary to find out the proportion of referrals coming from primary and 
secondary care. It was also necessary to find out whether there were differences in the
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number of sessions allocated to clients referred from each of the practices as this 
would impact on the allocation of psychology time. An audit of the referrals to 
psychologists was undertaken in order to provide this information.
Method
In order to determine the demand for psychology from each of the surgeries, data was 
collected in the following categories: total number of referrals to psychology, the total 
number of clients referred from each primary care practice, route of referral of clients 
from each practice (i.e. primary or secondary care); and total number of session 
generated by referrals from each practice.
The PCMHT referral list was used to establish the total referrals to the psychology 
service between January and December 2005. The one year period was chosen 
in order to produce a significant number of referrals that would give rise to 
meaningful data.
The total number of referrals was identified using the archive of referrals held by the 
PCMHT. This was corroborated using the lists of individual psychologists’ caseloads.
Further information about each referral was gained using a computerised clinical data 
logging system used by the trust called ‘Socrates’. This provided information about 
the primary care practice each client was registered to at the time of referral and the 
name and profession of the referrer. The proportion of referrals from each of the 
surgeries in the area was established. The purpose of this was to establish whether 
there was any difference in the total demand for psychological input from each of the 
surgeries. Using ‘Socrates’, it was possible to establish the number of sessions that 
each client was allocated. The information on ‘Socrates’ is dependent on each 
clinician reporting the outcome of sessions. There is no data available as to clinician’s 
compliance rate using this system so it must be accepted that the figures on number of 
sessions may not be totally accurate. However, because the data was provided by a 
small number of clinicians in one team it is assumed that the compliance rate was 
steady across referrals. Although ‘Socrates’ provides information about the outcome
99
of each session (i.e. patient and therapist attendance or non-attendance) this has not 
been taken into account in the present study. The reason for this is that, when a 
psychologist has travelled to a different setting the session time has been allocated to a 
particular client regardless of whether they attend or not.
Data was analysed by computing the percentage of total referrals accounted for by 
each of the primary care practices. In order to determine the influence of the size of 
each practice on referrals generated, the proportion of referrals was compared with the 
proportion of population for each of the surgeries containing mental health 
practitioners. The population data held by the PCMHT was used for this purpose. No 
population data was available for the surgeries without MHP input so these were 
excluded from these calculations. The frequency of referrals from each professional 
group was established and computed as a percentage of referrals to each surgery. This 
enables a comparison between referrals coming from MHPs and other primary care 
workers (e.g. directly from GPs); and members of the secondary care team (i.e. 
psychiatrists, occupational therapists and social workers). The mean number of 
sessions for each referral was computed in order to establish whether there is any 
difference in the total psychology input generated by referrals from the different 
practices. In order to compare the workload generated by each of the surgeries, the 
mean number of sessions was computed. In order to ascertain the variation in number 
of sessions generated by referrals, the standard deviation was also calculated.
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Results
Total referrals
A total of 92 referrals were identified for the period 1®^ January to December 
2005.
The generation of referrals bv practice
The referrals were of clients from a total of 14 primary care practices. The number of 
referrals from each practice is presented below along with the percentage of total 
referrals. The statistics are presented with the surgeries grouped into those with and 
without Mental Health Practitioners.
Number of 
referrals
Percentage of 
total referrals
Percentage of 
referrals by 
surgery type
Surgeries with 
Mental Health 
Practitioner
Oakhill 22 23.9
94.6
Tolsbury 16 17.4
Chalk Road 10 10.9
Chatham Vale 9 9.8
Pound Rise 8 8.7
Worcester
Grove 7 7.6
Lightmoor 6 6.5
Windvale 5 5.4
Evergreen 4 4.4
Surgeries 
without Mental 
Health 
Practitioner
Crowmoor 2 2.1
5.4
New Corner 1 1.1
Summer Park 1 1.1
Moor Hall 1 1.1
Table 1: Chart showing the referrals made to the PCMHT psychologists of clients from the constituent 
primary care practices
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As can be seen from table 1, the majority of referrals to the psychology service come 
from surgeries which have input from MHPs. The total number of referrals and thus 
demand for psychology across each of the surgeries is varied. It is useful to establish 
whether this varied demand for psychology can be explained by the size of surgeries 
(in terms of patient numbers). The table below compares the proportion of total 
population with the proportion of psychology referrals accounted for by each surgery.
Surgery
Total
Registered
Percentage of 
population
Total
Referrals
Percentage of 
Referrals
Oakhill 17500 23.18 22 25.28
Tolsbury 13000 17.22 16 18.39
Lightmoor 10100 13.38 6 6.9
Cahatham Vale 8390 11.11 9 10.34
Pound Rise 7200 9.54 8 9.2
Evergreen 5000 6.62 4 4.6
Worcester Grove 5000 6.62 7 8.05
Windvale 4800 6.36 5 5.75
Chalk Road 4500 5.96 10 11.49
Total 75490 99.99 87 100
Table 2: Comparison between the proportion of total population and proportion of referrals to psychology 
accounted for by the 9 surgeries with Mental Health Practitioner input in the PCMHT area.
In most cases, it would appear that demand for psychology varies according to 
population numbers of each practice. However, some surgeries appear to generate 
more or less referrals than might be expected given their size. Lightmoor surgery 
appears to generate less psychology referrals than might be expected given its size 
whereas Chalk Road surgery generates more referrals than could be expected. The 
relationship between population size and referrals can be seen in the graph below.
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□  P e rcen tag e  of population 
#  P e rcen tag e  of R eferrals
Figure 1: Graph comparing proportion ofpopulation with proportion of total referrals to psychology 
accounted for by the 9 surgeries with Mental Health Practitioner input in the PCMHT area
Characteristics of referrals 
Referral route
The characteristics of referrals to psychology have been investigated in two ways. 
Firstly, a comparison was made between referrals from primary and secondary care 
for each of the practices, the results of which are displayed in the table below:
Surgery No. of refs
number
from
primary care
Percentag 
e of
referrals
from
primary
care
number
from
secondary
care
Percentage 
of referrals 
from
secondary
care
Oxted 22 13 59.1 9 40.9
Townhill 16 10 62.5 6 37.5
Chaldon Road 10 4 40.0 6 60.0
Caterham Valley 9 6 67.7 3 33.3
Pond Tail 8 3 37.5 5 62.5
Warlingham
Green 7 1 14.3 6 85.7
Lingfield 6 5 83.3 1 16.6
Whyteleafe 5 3 60.0 2 40.0
Elizabeth House 4 2 50.0 2 50.0
Surgeries without 
MHP 5 2 40.0 3 60.0
Total 92 49 1 53.3 43 46.7
Table 3: A comparison between the proportion of referrals from primary and secondary care professionals across 
the PCMHT surgeries.
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There is a clear variation across the different practices in the proportion of referrals 
coming from primary and secondary care. It is notable that referrals of patients from 
the surgeries with the highest totals come more frequently straight from primary care 
than secondary care sources. The surgeries with smaller total referrals appear more 
varied in the distribution of referrals from primary and secondary care. This can be 
seen in the graph below:
D number from primary 
care
□  number from secondary 
care
Figure 2: Graph showing the proportion of referrals of clients from each surgery coming 
from primary and secondary care
Mean number of nsvcholosv sessions generated
The mean number of psychology sessions generated by each referral is presented in 
table 3. Data on the number of sessions for some clients was unavailable on the 
‘Socrates’ system. These clients have not been included in the calculation of mean 
number of sessions.
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Surgery
Number
of
referrals
included
Range of 
sessions
Average
Sessions Std Dev
Oxted 19 1 - 2 0 7.0 4.98
Townhill 13 1 - 1 4 6.8 4.63
Chaldon Road 8 1 -  19 6.8 5.66
Caterham Valley 8 1 - 1 4 5.6 4.75
Pond Tail 7 2 - 1 1 4.1 3.25
Warlingham Green 7 2 - 1 2 5.6 3.99
Lingfield 5 1 - 1 3 5.2 4.76
Whyteleafe 4 1 - 9 3.5 3.70
Elizabeth House 4 3 - 1 7 7.0 6.73
Surgeries without MHP 5 7 - 1 7 10.2 4.66
Total 80 1 - 2 0 6.5 4.75
Table 3: Table showing the mean number of sessions generated by referrals of clients from 
surgeries within the PCMHT
As can be seen from the above table and is demonstrated in the graph below, there is 
variation in the mean number of sessions generated by each of the surgeries, with the 
highest mean coming from the surgeries without MHP input. It is notable that the 
mean numbers of sessions for seven of the nine practices with MHP input are between 
5 and 7, with two of the surgeries yielding a mean of around 4. However, the large 
standard deviations for all of the surgeries show that the number of sessions is highly 
variable within each of the surgeries.
n  Mean num ber of se ss io n s  p e r referral
Figure 3: Graph showing the mean number ofpsychology sessions for referrals of clients from surgeries 
within the PCMHT
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Discussion
The purpose of the present study was to audit the referrals to the PCMHT 
psychologists in order to assist with decisions regarding the allocation of psychology 
time into primary care settings.
The results of this audit show that it would be appropriate to allocate psychology time 
to the practices that already have MHP input. Patients of these surgeries made up 
almost 95 percent of the referrals to psychologists within the team. On the basis of this 
finding, it would be appropriate to allocate a significant amount of psychology time to 
these surgeries. It was also demonstrated that the proportion of referrals accounted for 
by each of the constituent surgeries is varied. Furthermore, the proportion of referrals 
accounted for by each of the surgeries appears to be closely related to the size of the 
population registered with these surgeries. This finding appears self evident but is also 
important in justifying the varied psychology input that might be allocated to the 
surgeries. There may be other factors that contribute to varied demand for psychology 
such as the effects of the demographics of the catchment areas of the surgeries. 
However, the results of this study suggest that size of population is highly influential.
Further information gathered about the nature of the referrals to psychology may also 
need to be taken into account in allocating psychology time. Firstly, it was 
demonstrated that the balance of referrals from primary care and secondary care 
practitioners is varied between practices. This finding is interesting for a number of 
reasons. Firstly, more referrals of patients registered at the four largest surgeries 
(Oakhill, Chatham Vale, Lightmoor and Tolsbury) come from primary care. It would 
be interesting to investigate the reasons for these differences. It may reflect a variation 
in the type of problem being referred to psychology by MHPs in the various surgeries. 
It may also reflect a difference in the number of referrals received by the MHPs 
initially. For example, MHPs in the larger practices likely receive significantly more 
referrals than those in the smaller surgeries and may thus be less psychological 
intervention themselves and thus need to refer straight to psychology more frequently. 
Further research on this topic would compare the total number of referrals received by 
the MHPs with the number of referrals made to psychology. Secondly, referrals of
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patients registered with some smaller surgeries (Worcester Grove, Pound Rise, and 
Chalk Road) come more frequently from members of the secondary care team. It is 
difficult to speculate upon the reasons why this is the case. It may be a reflection of 
higher numbers of clients being seen by secondary care staff registered with those 
particular surgeries. It is also interesting that two of these surgeries (Worcester Grove 
and Chalk Road) accounted for more referrals than might be expected given the 
proportion of the total population that they account for (See table 2 in results section). 
When allocating psychology time to the surgeries it may be necessary to take into 
account the number of referrals received from primary and secondary care, since it 
may be the case that clients seeing other members of the team would be more 
comfortable attending sessions at the team base rather than their own surgery if this is 
what they have become accustomed to.
Finally, the present study investigated the differences in the mean number of sessions 
provided by psychologists for patients of the various practices. The results showed 
that there was a wide variation in the mean number of sessions allocated to patients 
from different surgeries (from 3,5 to 10.2). However, taking into account the large 
standard deviations within surgeries it would be unwise to suggest that these means 
represent a ‘typical’ period of intervention. Nevertheless, the discrepancies found in 
the present study demonstrate that measuring the mean number of sessions is a 
worthwhile task when considering allocation of psychology time. If there is a genuine 
discrepancy across the different surgeries this would impact the waiting list for 
psychology within the surgery given that there will be a finite number of clients that 
can be seen at any one time. If particular surgeries tend to refer clients who require 
lengthier interventions those surgeries would need to be allocated extra time to 
prevent a backlog of referrals occurring. For future studies, it would be worthwhile 
using data for more patients in order to ascertain whether there are discrepancies in the 
length of interventions. Collecting further information on these interventions, such as 
referral reason and DNA data would help explain why differences occur.
The information gathered in this study will help the PCMHT to make decisions about 
the amount of psychology time that should be allocated to different primary care 
practices. The results would suggest that, initially, time may best be allocated on the
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basis of patient numbers. However, there are factors that need to be taken into 
consideration when allocating psychology time to different surgeries. In particular, the 
surgery’s ability to accommodate a psychologist on a regular basis will need to be 
taken into consideration. It may be the case that surgeries with the greatest demand for 
psychology time are less able to accommodate a psychologist in the surgery. This will 
in turn impact on the total time allocated to primary care since these clients will need 
to be seen at the team base. It also needs to be considered that travelling to different 
surgeries will reduce the total number of clients seen because of the necessary travel 
time. If the attendance rate is improved, then this slight reduction will be worthwhile 
in the long term. Once psychologists have begun working in primary care settings, it 
will be necessaiy to collect data on attendance to evaluate the effectiveness of this 
change in reducing non-attendance.
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Appendix: Proof of feedback to service
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NHS
NHS Trust
PRIVATE & CONFIDENTIAL 
Gavin W eeks
Primary C a re  M ental H ealth  T eam
RW/kIm
- Dear Gavin __
Thank you for presenting your audit on referrals to psychologists within from
primary care  today. It w as informative and interesting and we are  appreciative of your hard 
work.
I wish you every su cce ss  in the  future. 
Yours sincerely
CMHTService M anager,
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MAJOR RESEARCH PROJECT
Validation of the Stages of Recovery Instrument (STORI) in a UK population
Year 3: July 2008
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1 ABSTRACT
Background
There is considerable interest in the concept of recovery from psychosis. Consumers 
describe recovery as a process as opposed to a clinical outcome. Measures of recovery 
have an important role in the development of recovery based mental health services.
Objectives
To investigate the validity and reliability of the Stages of Recovery Instrument 
(STORI: Andresen et al, 2006). The STORI was developed in Australia as a measure 
of recovery from psychosis. The STORI was considered to be a promising measure 
because it is based upon a stage model of recovery developed from the perspectives of 
consumer accounts of the recovery process.
Design
A questionnaire design was used to investigate the following aspects of validity: face 
validity and feasibility, concurrent validity, construct validity and test-retest 
reliability.
Participants
Fifty people from the caseloads of three specialist mental health teams participated in 
the study. Twenty-two of these participated in the test-retest reliability stage of the 
research.
Measures
The STORI yields scores for five stages of recovery. The highest stage score indicates 
the stage of recovery that the respondent is in. Participants also completed the STORI 
Feedback questionnaire (STORI-F) a seven item measure addressing feasibility, and
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the Recovery Assessment Scale (RAS: Giffort et al, 1995). The RAS is a 41 item 
measure that yields a single recovery score. Those who took part in the test-retest 
aspect of the study did so after completing a subtest of the Weschler Adult 
Intelligence scale as a distracter task for four minutes.
Statistical Analysis
Descriptive statistics of responses to the STORI-F were used to investigate feasibility 
and face validity. Concurrent validity was investigated using Pearson correlations 
between the STORI stages and the RAS. Construct validity was investigated using 
Pearson correlations between stage scores and hierarchical cluster analysis. Test-retest 
reliability data was analysed for stage and cluster scores (using Pearson correlations) 
and stage and cluster allocations (using Spearman’s correlations).
Results
Participants’ responses to the STORI-F were mainly positive. This was seen as 
evidence for face validity and feasibility of the STORI as a measure of recovery. 
There were significant positive correlations between the later stages of recovery (3, 4 
and 5), and the RAS. There was a significant negative correlation between stage 1 and 
the RAS. This was seen as initial evidence of construct validity. Cluster analysis 
revealed that the STORI items formed three clusters rather than five. It was therefore 
concluded that the STORI does not have construct validity as a measure of a five stage 
model of recovery. Finally, there was initial evidence of test-retest reliability for stage 
and cluster scores. However, these analyses were limited by a small sample size.
Conclusions
This study provided initial evidence for the validity of the STORI in the UK. Possible 
reasons for the failure to find five stage-based clusters were discussed. The results 
from this study were discussed in the wider context of attempts to measure recovery.
114
2 INTRODUCTION
2.1 An introduction to recovery as a concept
International policies on mental health place considerable emphasis upon recovery 
(Department of Health, 2001). Recovery is defined by the National Institute for 
Mental Health in England (NIMHE, 2004) as “a personal process of overcoming the 
negative impact of diagnosed mental illness / distress despite its continued presence” 
(page 2). Whilst the concept itself can be traced back to the 1970s (Anthony, 1993), 
there is some discussion about what recovery means in practice. In particular there are 
tensions between definitions of recovery as an outcome, and the experience of 
recovery as a process. Bellack (2006) distinguishes between scientific and consumer 
definitions of recovery. The scientific definition of recovery is as an outcome which 
involves the absence, or otherwise, of symptoms of an illness, but may also include 
measures of social and occupational functioning. In contrast, consumer definitions 
relate to the personal process of recovering and the factors that enable this process to 
occur. These contrasting definitions will be summarised in the following sections.
2.1.1 Scientific definitions of recovery
Defining recovery as an outcome, termed the ‘scientific’ definition (Bellack, 2006) is 
based to a greater extent, on the understanding of mental health difficulties as 
diagnosable diseases such as schizophrenia. However, the Care Standards 
Improvement Partnership (CSIP, 2007) further distinguish between ‘complete clinical 
recovery’, with total absence of symptoms and ‘social recovery’, which means the 
ability to live a more or less independent life even if symptoms remain” (p3). Clinical 
definitions of recovery, whilst not based on complete cure, require significant 
reduction of psychotic symptoms (such that a diagnosis of psychotic illness could not 
be made) and absence of psychiatric hospitalisations for a period of one year (Harrow 
et al, 2005), two years (Liberman et al, 2002; Whitehom et al, 2002) and five years 
(Torgalsboen & Rund, 2002). Definitions of recovery as an outcome include measures 
of improved occupational and social functioning. Such indicators include participation 
in work, alongside improved social functioning (Liberman & Kopelowicz; Harrow et
115
al, 2005) as well as more formai measures, such as the Global Assessment of 
Functioning (Torgalsboen and Rund, 2002). It is clear, therefore, that definitions of 
recovery as outcome have the absence of diagnosable illness at their core, although 
Liberman et al (2002) allow for the presence of psychotic symptoms at a low level. 
However, there is recognition that research into recovery must take social and 
occupational factors into account.
The main reason why it is thought necessary to define recovery as a binary outcome is 
for international research. This allows researchers to identify groups who have 
‘recovered’ and those who have not. Liberman & Kopelowicz (2005) emphasise the 
importance of adopting a unified definition of recovery that enables comparison of 
outcomes between services and throughout the world. At present, research groups 
adopt different definitions of recovery, making comparison between studies difficult. 
However, there are three main difficulties with defining recovery as an outcome. First, 
Davidson and colleagues (2006) assert that recovery can take different forms for 
different people. They contrast the quick recovery and return to previous functioning 
from one acute episode with a long term recovery over a number of years. Both 
individuals in this definition would need to sustain their ‘recovery’ for a number of 
years before being considered recovered. Second, there is disagreement as to what 
constitutes symptomatic recovery, and how long a person needs to be symptom free in 
order to be considered recovered. Liberman & Kopelowicz (2005) point to the fact 
that people can recover fully from symptoms but also experience relapses. Such 
relapses are likely to have impacts on other areas of life that are included in the 
definitions of recovery as an outcome. Recovery, therefore, is not a static construct. 
Third, the current definitions of recovery as an outcome do not allow for a person’s 
subjective experience of their own satisfaction with life or their situation. Bellack 
(2006) argues that the consequence of this is that people could be defined as recovered 
according to criteria yet still be experiencing distress as a result of continuing 
symptoms or stigma. Furthermore, whilst some people feel that the negative impacts 
of psychotropic medication outweigh the risks of relapse, other people may find that 
continuing medication has such a negative impact on their self-esteem that they feel 
unable to do so. A further example is that of criteria for work included in the 
suggested definitions of recovery. Bellack (2006) argues that it is not good enough to
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define participation in work as a criterion for recovery if such participation is not 
satisfying for the individual. Whilst a full time low skilled job might be a step towards 
recovery for someone who wanted to work in a particular profession prior to their 
illness, they may not consider it to be an example of them having ‘recovered’. Fourth, 
definitions of recovery based as a binary outcome do not fit in the broader context. 
Davidson and colleagues (2006) argue that the form of recovery referred to in mental 
health policy “does not have as much to do with level of psychopathology as with how 
a person manages his or her life in the presence of an enduring illness” (p7). Related 
to this, they assert that people may also be recovering from the experience of being a 
‘mental patient’ and the associated trauma, and that the challenge of managing the 
destructive impact of symptoms of psychosis is part of recovery. The consequence of 
these distinctions is that services may need to be configured to help different 
individuals to recover in different ways and that civil rights issues and social inclusion 
play a role in achieving aims. These examples demonstrate that defining recovery as a 
binary outcome is over-simplistic and leads to recovery being conceptualised as a 
process that individuals go through as they learn to cope with psychosis.
2.1.2 Recovery as a process
As discussed above, recovery is more than a clinical outcome. In fact, definitions of 
recovery as an outcome focussed on symptom remission and social outcomes conflict 
with consumer definitions of recovery as a process individuals go through (Andresen 
et al, 2006). It is described as a process of recovering from the trauma of the illness, 
rather than that of the illness itself (Andresen et al, 2003). Anthony (1993) has 
described recovery as “a deeply personal, unique process of changing one’s attitudes, 
values, feelings, goals, skills and roles...a way of living a satisfying, hopeful, and 
contributing life, even with the limitations caused by the illness. Recovery involves 
the development of new meanings and purposes in one’s life as one grows beyond the 
catastrophic effects of mental illness” (pi 5).
There are two clear distinctions between this definition of recovery as a process and 
the attempts to define recovery as an outcome that were discussed earlier. Firstly, the 
recovery process is personal and individual. When recovery is defined as a personal
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process, it necessitates interventions that are themselves based on personal goals and 
fit with a person’s ideals. The person, therefore, becomes central to their own care 
(American Psychiatric Association, 2005) and professional treatment, therefore, 
becomes part of the process of recovery. CSIP (2007) states that “treatment is 
recontextualised as one of the many tools that can support recovery” (p6). From such 
a perspective, professional interventions are not ‘done to’ service users, but are 
something that they use (Deegan, 1996). In contrast with the clinical outcome, there is 
an implicit acceptance that recovery may take different forms for everyone. Secondly, 
the definition of recovery as a process clearly allows for the continued presence of 
symptoms of mental illness. Shepherd, Boardman and Slade (2008) assert that, 
regardless of the extent to which people achieve ‘clinical recovery’, they can still 
“recover their life” (p2). Combined with the individualised nature of the process, the 
extent to which people may seek alleviation of their symptoms (be this using 
medication or through psychotherapeutic approaches) may differ. Whilst the process 
of recovery is not contingent upon clinical recovery, it is thought to include the 
acceptance of illness as part of one’s identity (e.g. Repper & Perkins, 2003).
Current knowledge about the process of recovery is driven by consumer accounts of 
their own experiences (CSIP, 2007). Whilst accepting that recovery is personal, 
attempts have been made to analyse such accounts and identify the key factors 
involved in order to influence interventions and services (e.g. Bellack, 2006). 
Common themes have emerged from such analyses. A useful way of conceptualising 
recovery is to think in terms of ‘internal’ and ‘external’ factors (Jacobsen & Greenley, 
2001). Internal factors are personal factors that influence recovery. These are: hope 
that recovery is possible, healing and the development of a sense of self separate from 
the illness, empowerment (in contrast with being dependent upon mental health care) 
and social connection. Jenkins and Carpenter-Song (2005) discuss the concept of 
personal power and control as a mediating factor. That is, a person coming to believe 
that they are able to do things which make them better, as well as taking control 
through medication and using coping mechanisms to reduce symptoms, “teasing out” 
(p392) symptoms of illness from side effects of medication and aspects of one’s 
personality. They also discuss de-emphasising illness as part, but not all of one’s life 
and a process of normalising and returning to one’s former self, or creating a “new re­
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integrated self’ (p393). These are similar to the factors suggested by Kelly and 
Gamble (2005). They argue that mentorship, individuality, spirituality and growth are 
important factors in recovery. Mentorship is described as a relationship with a person 
who believes in a person’s ability to recovery. External factors (Jacobsen & Greenley, 
2001) assist people’s attempts to recover, and involve changes in policy and practice 
that are empowering of service users and foster hope. The encouragement of 
mentoring relationships may be facilitated by such external factors, such as policies 
that permit professionals to move away from traditional clinical relationships and the 
recruitment of people with experience of mental health difficulties within services 
(Shepherd et al, 2008). This is in keeping with Davidson and colleagues’ (2006) 
assertion that recovery occurs in the context of social and policy changes.
The contextualisation of recovery as a process is necessary to understand how people 
recover and to enable developments in services that facilitate recovery (e.g. CSIP, 
2007; Shepherd et al, 2008). Schrank and Slade (2007) have summarised the active 
components of recovery as below:
• Hope
• Empowerment
• Connection
• Purpose
• Self-identity
• Symptom management
• Stigma
Developing a better understanding of the process of recovery may also point towards 
outcomes that are of importance for people using services. In effect, they may help us 
determine what constitutes a good outcome as defined by consumers. Providing 
evidence of outcome that is meaningful to consumers is a task that should be 
undertaken by those researching it. However, there are inherent difficulties with trying 
to measure a process and to define common outcomes for something that is described 
as individual and personal. Therefore, some researchers have attempted to identify 
stages of recovery that are common to the process. Attempts to do this will be 
discussed below.
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2.1.3 Stages of recovery
Attempts to define recovery as an outcome neglect the personal nature of recovery and 
fail to capture the descriptions of recovery as a process that people go through. 
Descriptions of recovery as a process serve an important purpose but are difficult to 
measure. Therefore, attempts have been made to develop a model of recovery in terms 
of stages (Young & Ensing, 1999; Baxter & Diehel, 1998; NIMHE, 2004). One such 
model has been developed by Andresen and colleagues (2003). Using an analysis of a 
large number of consumer accounts of recovery, they proposed a model with four key 
processes: finding and maintaining hope; reestablishing a positive identity; finding 
meaning in life; and taking responsibility for one’s own life. These processes occur in 
five stages:
“1. Moratorium: A time of withdrawal characterized by a profound sense of 
loss and hopelessness.
2. Awareness: Realization that all is not lost, and that a fulfilling life is 
possible.
3. Preparation: Taking stock of strengths and weaknesses regarding recovery, 
and starting to work on developing recovery skills.
4. Rebuilding: Actively working towards a positive identity, setting 
meaningful goals and taking control of one’s life.
5. Growth: Living a full and meaningful life, characterized by self­
management of the illness, resilience and a positive sense of self.” (Andresen et al, 
2006, p973)
Andresen and colleagues (2003) argue that recovery occurs in these stages in a 
sequential manner. Implicit in the model is the idea that, at any stage, one may 
experience symptoms of illness and occasional relapses, but that the ability to manage 
such setbacks is part of the process of recovery. At any one time, a person’s 
experience fits more with one stage than the others and that it is possible to track 
change over time. The authors argue that the model could be utilised in training for 
professionals and for the development of recovery based interventions. 
Contextualising recovery in terms of stages fits with other descriptions. For example.
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Jenkins and Carpenter-Song (2005) describe the ‘incremental nature’ of the process of 
recovery with inherent setbacks.
A stage model of recovery has the advantage of defining an ‘end state’ which can be 
utilised as a desired outcome whilst, at the same time, invoking accounts of recovery 
as a process. However, there is also a danger that stage models be seen as universal 
descriptions of recovery, or as mapping out the ‘right way’ of recovering. They need 
to be placed in the context of an attempt to identify common themes to guide 
intervention and help measure recovery. An outcome measure based on this model 
lends itself to researching recovery and evaluating services on the basis of factors that 
come straight from the descriptions of service users. Andresen and colleagues (2006) 
have designed an instrument for this purpose. Attempts to measure recovery from a 
consumer perspective will be addressed later. Prior to this there will be an exploration 
of the importance of, and policy agenda associated with, adopting a recovery approach 
to mental health.
2.2 Why recovery is important
There are important reasons for adopting a recovery approach. Some of these are 
related to the negative consequences of not acknowledging recovery as an important 
concept. Other reasons relate to the positive consequences of adopting recovery as a 
driving force in mental health.
The adverse consequences of failing to adopt a socially valid construct of recovery 
can be demonstrated by three key points. First, many professionals are resigned to 
beliefs that individuals with severe mental illness are unable to recover. Bellack 
(2006), for example, highlights the traditional view of severe mental illnesses such as 
schizophrenia as being long-term conditions which leave the vast majority of sufferers 
requiring maintenance anti-psychotic medication for most of their lives. It has been 
argued that such pessimism is influenced by the fact that clinicians often only see 
people whose illness is most severe and do not see people who are able to live with 
the illness on their own -  the so-called clinician’s illusion (Davison et al, 2008; Cohen
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& Cohen, 1984). The consequence of mental health professionals subscribing to this 
view of psychosis is that they are unable to convey the sense of hope that has been 
described as a key aspect of the process of recovery. Second, the public (and in some 
cases individuals themselves) have a general sense of pessimism about the hope of 
positive outcomes from psychosis (Liberman & Kopelowicz, 2005). Third, pessimism 
about treatment of schizophrenia can lead individuals to deny they have a problem, 
leading to poor engagement with mental health services (Liberman & Kopelowicz, 
2005). Such pessimism is likely to have adverse effect on people’s ability to cope with 
their difficulties. They may also be more likely to be admitted to hospital which, 
arguably, has a negative impact on the developing relationship between a person and 
providers of mental health care.
The positive consequences of adopting recovery approaches within mental health 
services are demonstrated by three important points. First, there is increasing evidence 
to suggest that a significant number of people do recover, according to clinical 
definitions of recovery (e.g. Harrison et al, 2001). Demonstrations that recoveiy is 
possible are necessary to drive policy change and increase optimism about recovery. 
Such evidence contradicts professionals’ sense that people are not able to recover 
from such illnesses and will enable them to convey a sense of optimism to service 
users (Davidson et al, 2008). Second, adopting recovery approaches allows services to 
adapt in a meaningful way for service users and carers. User descriptions of the 
process of recovery are particularly important to efforts to modernise mental health 
services. Davidson et al (2008) contrast the traditional pessimism of health services 
towards recovery with the optimism of service users and families who have 
experienced recovery. They assert that the only reason that services and governments 
are now taking seriously the possibility of recovery is because of the experiences of 
service users and their ability to describe these. Adopting recovery will help ensure 
that the consumer understanding of the process of recovery is implicit and encourage 
services to conceptualise the course of mental illness differently (Lester & Gask, 
2006). Thirdly, recovery models set new goals for services and recognise that, since 
there is no recognised cure for psychosis, people should be able to reclaim a sense of 
control over their lives in spite of it (Davidson et al, 2007). Therefore, achieving 
symptomatic improvement is one of many goals for services. Bellack (2006) argues
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that the importance of the user definition of recovery is that it represents a model of 
care as apposed to an outcome, allowing services to think about how services will 
achieve their goals in contrast with defining what they will achieve. Attempts have 
been made to utilise user definitions of recovery to develop guidelines for service 
delivery, such as by the Substance Abuse and Mental Health Services Administration 
(SAMHSA, 2005) in the USA who defined recovery as “a journey of healing and 
transformation for a person with a mental health problem to be able to live a 
meaningful life in communities of his or her choice while striving to achieve his or her 
full potential.’”. Furthermore, they listed a series of characteristics of recovery- 
oriented services. These can be seen in Table 2.1 below:
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Table 2.1 Components o f  recovery oriented services (SAMSHA, 2005),
adaptedfrom Bellack (2006)
Self-Direction: Consumers lead, control, exercise choice over, and determine their 
own path o f  recovery.
Individualized and 
Person-Centred:
There are multiple pathways to recovery based on the individual 
person’s unique needs, preferences, and experiences.
Empowerment:
Consumers have the authority to exercise choices and make 
decisions that impact their lives and are educated and supported in 
so doing.
Holistic: Recovery encompasses the varied aspects o f  an individual’s life 
including mind, body, spirit, and community.
Nonlinear: Recovery is not a step-by-step process but one based on continual 
growth with occasional setbacks.
Strengths-Based:
Recovery focuses on valuing and building on the multiple strengths, 
resiliency, coping abilities, inherent worth, and capabilities o f  the 
individual.
Peer Support: The invaluable role o f  mutual support in which consumers 
encourage one another in recovery is recognized and promoted.
Respect:
Community, systems, and societal acceptance and appreciation o f  
consumers— including the protection o f  consumer rights and the 
elimination o f  discrimination and stigma— are crucial in achieving 
recovery.
Responsibility: Consumers have personal responsibility for their own self-care and 
journeys o f  recovery.
Hope: Recovery provides the essential and motivating message that people 
can and do overcome the barriers and obstacles that confront them.
Recovery principles can help guide the development of services in a way that is more 
acceptable to the people that use them and one which conveys positive messages 
about living with mental health problems. The adoption of recovery concepts is also 
driven by a world-wide political agenda which will be briefly summarised below.
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2.3 Political agenda regarding recovery^
The political agenda regarding recovery was heavily influenced by the assertion by 
service users, of the right to live within communities according to their own goals and 
aspirations that developed as a result of the Independent Living Movement in the USA 
whose pressure led to laws which allowed people with physical disabilities to access 
community facilities (Davidson et al, 2006). It is argued that this should be the case 
regardless of whether a person still has a mental health problem and, as such, a 
distinction should be made between "recovery from” and "recovery in” serious mental 
illness (Davidson et al, 2008). Care, therefore, should comprise distinct efforts to help 
individuals to regain "a meaningful, constructive, sense of membership in the broader 
community” (Davidson et al, 2005). Recovery has been incorporated into mental 
health policies in New Zealand (Mental Health Commission, 1998), the United States 
(President’s New Freedom Commission, 2003) and the United Kingdom (Department 
of Health, 2001). The recovery concept fits with wider UK government policies such 
as Welfare to Work and New Deal for Disabled People agendas which highlight the 
importance of helping people with mental health difficulties to gain employment 
(Seeker et al, 2002). The government has set targets for mental health services which 
go beyond medical care and including formal plans for identifying accommodation 
and ‘suitable occupational activity’ for people with psychotic illnesses, and for 
outcomes to be evaluated according to what is important for service users and carers 
(Department of Health, 2001). It also set out the need for recovery to be taken 
seriously in order to change public perceptions of people with mental health problems 
as unable to take control of their lives and predicted that "services of the future will 
talk as much about recovery as they do symptoms and illness” (Department of Health, 
2001, p24).
These government policies have had implications for mental health professionals. 
Lester and Cask (2006) point to the promotion of recovery as being part of the role of 
all mental health professionals, such that it is the fifth of ten essential shared
There is not room for a full review  of th e  political agenda surrounding recovery. For a comprehensive 
review, se e  Ramon, Healy & Renouf (2007).
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capacities for all mental health professionals (Department of Health, 2004). This is 
reflected in the development of new roles, such as that of the Support Time and 
Recovery worker (Department of Health, 2007) and the redefinition of traditional role 
of the Consultant Psychiatrist (CSIP 2005) to promote the recovery ethos and consider 
this in the planning of services. In New Zealand, the Mental Health Commission 
(2001) has produced guidelines detailing common competencies for mental health 
workers (adapted by CSIP, 2007):
• understands recovery principles;
• recognises and supports the personal resourcefulness of people with mental illness;
• accommodates diverse views of mental illness, treatments, services and recovery;
• understands and actively protects the rights of people who use services;
• understands discrimination and social exclusion, its impact on people who use 
services and how to reduce it;
• acknowledges the different cultures and how to work in partnership with them;
• has comprehensive knowledge of community services and resources and actively 
supports people who use services to use them;
• has knowledge of the ‘service user’ movement and is able to support its 
participation;
• has knowledge of family perspectives and is able to support their participation.
The government policies and associated developments are inspired by descriptions of 
the process of recovery and clearly acknowledge that recovery can occur in the 
context of continued mental health difficulties. Despite the support of policy makers, 
there are challenges and obstacles that need to be overcome so that recovery has an 
impact upon practice.
2.4 Challenges for developing recovery services
Despite the policy support for recovery, adopting a recovery approach to mental 
health service provision comes with a number of challenges (Davidson et al, 2006). 
Many of these involve the need to change the ethos of services and attitudes of 
clinicians, in order that they can work with service users towards a common purpose. 
For example, Davidson and colleagues (2006) challenge the traditionally held view
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that services users need to be clinically recovered before re-entering the social world 
and that recovery requires extra resources. They argue that resources need to be 
reallocated to recovery and not necessarily additional to traditional care. That is, social 
recovery needs to be prioritised above clinical outcomes. In order to justify such 
reallocation it will be necessary to demonstrate that such services are effective 
according to the set goals. In essence, it will be necessary to provide evidence that 
recovery services do indeed help people recover, and that they are more successful in 
doing so than the traditional medically oriented services. Concerns have also been 
expressed regarding the viability of applying a recovery approach, such as the 
fostering of unrealistic hope (CSIP, 2007). Davidson and colleagues (2008) argue that 
there is a contrast between political positioning around recovery and clinical 
experience. That is, within the frame of viewing psychosis as an illness, there is no 
conclusive evidence to support rhetoric that everyone can expect a full recovery. 
However, as has been demonstrated previously, recovery can occur in the presence of 
continued symptoms. The ability of people to recover their lives in the context of 
mental health problems needs to be demonstrated and made clear within services. The 
conclusion of this logic is that the definitions of recovery as outcome and process that 
have been discussed previously can remain separate from one another, with the 
acceptance that both forms of recovery may impact on one another. Finally, there is a 
risk is that services adopt ‘recovery’ in name but do not objectively change (Slade & 
Hayward, 2007). The consequence of this is that the personal nature of recovery is 
taken away. There will be no change in outcome in terms of actually assisting service 
users in their attempts to recover. Adopting recovery as a model of service provision 
will require changes in attitudes and work practices so that they are consistent with 
user-defined, as opposed to professionally-defined goals.
Furthermore, concerns have also been expressed by some service users about the 
effects that recovery principles will have upon services. For example, some service 
users have expressed fears that ‘recovery’ might lead to their being pressured to take 
inappropriate jobs or having services that they feel they need taken away from them 
(CSIP, 2007). Indeed, Seeker et al (2002) contrast supported employment schemes 
that provide people with jobs once they are considered ‘well’ with projects that 
support people to work whilst managing difficulties associated with illness.
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One way to address these is through the development of measures of recovery (CSIP, 
2007; Slade & Hayward, 2007) that can then be utilised to set targets and measure 
outcomes. The need for, and development of, measures of recovery is the focus of this 
research.
2.5 Measuring recovery
2.5.1 The need for measures of recovery
Slade and Hayward (2007) highlight the challenge faced by mental health services to 
adopt recovery concepts in the way that they provide mental health care and which 
represents a change of priorities from those of symptom control and risk management 
to a focus upon the priorities and goals of service users. This involves the design of 
recovery-focussed services and interventions, and the development of recovery 
outcome measures.
The development of recovery outcome measures is necessary for four main reasons. 
First, such measures will allow the evaluation of services according to recovery 
principles. Services need to have aims and outcomes to guide their work. It is 
necessary for clinical teams to measure outcomes (e.g. Slade, Thomicroft & Glover, 
1999; Holloway, 2002). If recovery is to be a driving force in clinical work, then it 
will need to be measured alongside clinical measures of symptom improvement. 
Second, measures of recovery will enable the measurement of the effectiveness of 
interventions with individuals (e.g. Slade & Hayward, 2007) from a perspective that is 
based upon the experience and priorities of the people that are using them. Whilst 
many interventions, such as psychological therapy, have a core purpose of developing 
shared understandings and helping people to cope with their difficulties, there are 
other more controversial interventions, such as assertive outreach. Recovery outcome 
measures will help determine whether such treatment fits with the overall goal of 
recovery (Bellack, 2006). Third, measures of recovery are necessary in order to build 
an evidence base that demonstrates that recovery is possible (CSIP, 2007). Finally, 
without recovery outcome measures, the risk that services will adopt recovery in name
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but not in practice (Slade & Hayward, 2007) will increase, since the concentration 
upon measures of clinical improvement will persist.
For a measure of recovery to have the desired effect of influencing the delivery of 
mental health care, it needs to be have the following qualities:
1. A measure needs to be based on a definition of recovery that is based on the 
description of recovery by service users. If, at an individual level recovery is to focus 
on personal goals rather than professional priorities (Hayward & Slade, 2007), then 
measures of recovery need to be based on a model of recovery as a process.
2. It needs to be based upon a model of recovery that accepts that recovery is a process 
rather than an outcome based upon symptomatic improvement.
There are general measurement concepts that influence the development of any 
measure. These will be introduced below, after which some challenges specific to 
measuring recovery will be addressed.
2.5.2 General measurement concepts
Measures of recovery need to be valid, reliable and feasible. Anthony (1999) defines 
validity as "the determination of the extent to which an instrument actually reflects the 
(often abstract) construct being examined [and reliability as] how consistently an 
instrument (possibly a human observer) measures the concept of interest” (p 31). 
Feasibility is a term that has been used to describe the suitability of a measure for 
routine use in clinical practice (Slade, Thomicroft & Glover, 1999). The following 
sections will review the aspects of validity, reliability and feasibility that are pertinent 
to the development of a measure of recovery.
2.5.3 Validity
In order to determine the validity of a measure, a number of different aspects need to 
be taken into consideration. Five different types of validity will be introduced in Table 
2.2, along with a consideration of how they relate to the validation of measures of 
recovery. This is not a comprehensive review of all aspects of validity, rather an
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introduction to aspects of validity that are particularly relevant to the measurement of 
recovery.
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To summarise, a valid measure of recovery needs to have the following qualities:
1. Stakeholders (users and professionals) need to believe that it is measuring 
recovery.
2. There needs to be some agreement between a measure and others that
claim to be measures of recovery.
3. Because recovery is a concept, the measure will be based on a particular 
conceptualisation of recovery. This needs to be supported by correlations 
with measures of proposed component processes, or by identifying groups 
of respondents that reflect the model.
4. It needs to be able to make predictions about observable things -  people
who score high on measures of recovery should also appear recovered on 
other measures.
5. It needs to show that there is no relationship with aspects that are not
thought to be related to recovery.
This consideration of aspects of validity should demonstrate the importance of a 
measure being valid. However, a measure needs to be reliable if users and 
professionals are to be confident that they can draw inferences from it as a measure of 
outcome and they will only be able to do this if the measure is sufficiently reliable.
2.5.4 Reliability
Kline (2000) describes two major types of reliability. Firstly, test-retest reliability 
refers to the extent to which results obtained from a measure are similar over two 
administrations and are therefore consistent, over a period of time during which a 
change in results would not be expected. Secondly, internal consistency refers to the 
extent to which items are tapping into the same underlying construct. With regards 
recovery, if questions within a measure are designed to measure different aspects of 
recovery, then it would be expected that individuals’ scores on these would be similar. 
The reliability of a measure is important because clinicians using it need to be 
confident that the results obtained are a genuine reflection of service users’ current
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situation in order for them to be willing to spend the time administering a measure. 
Without this, there is less chance that they will use this measure on a regular basis.
2.5.5 Feasibility
A further psychometric property, feasibility has been proposed as the quality of a 
measure being suitable for routine use (Slade, Thomicroft & Glover, 1999). The 
authors argued that feasibility consists of the following factors:
1) Brevity -  it makes intuitive sense that measures that appear too long are less 
likely to be completed;
2) Simplicity -  items within a measure should make sense and instmctions 
should be easy to understand;
3) Relevance -  this includes both relevance to staff (i.e. that the results should 
be in agreement with clinical judgement) and service users, in that questions 
should appear important to them.
4) Acceptability -  for staff this includes the reason for using a measure, 
whereas for service users this involves the extent to which a measure asks 
questions that they are prepared to answer and which are not considered 
intmsive.
5) Availability -  the measure should be free and easily available. This is less 
pertinent for service users.
6) Value -  the measure should be seen by clinicians and service users as being 
worthwhile and more useful than would be the case without it.
Any measure to be used routinely in recovery-oriented services would need to be 
feasible from the perspective of clinicians and service users. Given that the process of 
recovery is described as deeply personal (Anthony, 1993), the opinions of service 
users as to the feasibility of a measure is particularly important.
2.6 Challenges for measuring recovery
There are a number of difficulties that are specific to measuring recovery. The first of 
these is that defining recovery as an outcome requires a degree of operationalisation. 
This consequently leads to a loss of individual meaning, which is what distinguishes
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the process of recovery from clinical measures. Recovery is described as unique and 
individual. In order to develop a measure of recovery that fits with user descriptions, it 
is necessary for researchers to develop models that capture the common factors in the 
process that individuals go through. It is possible, as a result, to determine the extent 
to which a person has ‘recovered’, represented by a single score. However, it is also 
possible, as evidenced earlier, to conceptualise recovery in terms of stages and 
allocate an individual to a particular stage. Both of these methods would enable 
professionals and users to track change along individuals’ recovery journeys.
2.7 A review of current measures
The following is a review of a selection of current measures of recovery. There are a 
large number of measures that claim to measure recovery, or concepts thought to be 
related to recovery (Ralph et al, 2000; Campbell-Orde et al, 2005). However, this 
study sought to replicate the validation of one particular measure, the Stages of 
Recovery Instrument (Andresen et al, 2006). In planning the development of their 
measure of recovery, Andresen and colleagues (2006) searched for measures that 
fitted the following criteria:
“(i) the measure must attempt to assess a concept of recovery based on qualitative 
work with consumers;
(ii) development of a model or the measure and/or testing must have been published in 
a peer-reviewed journal; and
(iii) the measure must be self-rated and suitable for quantitative analysis” (p973).
The measures that fit these criteria were the Recovery Assessment Scale (RAS: 
Corrigan et al, 1999) and the Mental Health Recovery Measure (MHRM: Young & 
Ensing, 1999). The following sections introduce these measures, along with a review 
of the development and initial validation of the STORI.
2.6.1 The Recovery Assessment Scale (RAS)
The Recovery Assessment Scale (RAS) was devised through “Combined participatory 
action research and narrative analysis” (Corrigan et al, 2004). This encompassed four 
people who had severe mental illnesses telling their stories of recovery from which 39
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items were generated that were intended to reflect factors involved in recovery. 
Following this, items were reviewed and modified in conjunction with a group of 
consumers, and two new items were added. Completion of the 41 items in the RAS 
yields a single recovery score. A higher score represents the respondent being more 
recovered. The RAS has been subjected to some psychometric validation (Corrigan et
al, 1999) and has been shown to have adequate test-retest reliability and internal
consistency. Concurrent validity was demonstrated through positive correlations with 
recovery-related measures, including hope, empowerment and quality of life. 
Furthermore, the RAS has been found to be negatively correlated with objective 
measures of psychiatric symptoms. That is, where psychiatric symptoms are more 
present, scores on the RAS are lower.
The RAS has been subject to a large scale factor analysis, in order to generate a model 
of factors involved in recovery (Corrigan et al, 2004). The analysis generated five 
factors in total. These were:
1) personal confidence and hope;
2) willingness to ask for help;
3) goal and success orientation;
4) reliance on others; and
5) no dominance by symptoms.
These factors were shown to be correlated with different measures. All factors were 
positively correlated with a measure of hope. “Willingness to ask for help” was 
positively correlated with measures of hope and quality of life. “Goal and success 
orientation” was shown to be positively correlated with measures of meaning of life, 
hope and empowerment. Finally, “no dominance by symptoms” was shown to be 
positively correlated with all of the measures but, in particular, the measure of 
psychiatric symptoms. The authors (Corrigan et al, 2004) argue that this analysis of 
the RAS demonstrates a close relationship between a model of recovery (Ralph et al, 
2000) and the measure. They argue, therefore that the RAS is an appropriate measure 
of recovery for health services research, including the analysis in the change in 
recovery scores over time.
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The RAS demonstrates good reliability and evidence of concurrent and construct 
validity with positive correlations with measures of factors that have been used to 
develop a model of recovery. In terms of feasibility, the RAS is relatively brief (it has 
41 short items), simple (based on a five point Likert scale), relevant (it is related to 
measures that are thought to be important for recovery) and freely available. There is 
some evidence of acceptability (since the measure was ratified by a small group of 
consumers). It is unclear whether clinicians or consumers would consider the measure 
valuable. However, the fact that it was negatively correlated with psychiatric 
symptoms might be of particular interest by people who consider recovery as an 
outcome related to the absence of symptoms.
Whilst the RAS is clearly a useful development, it is unlikely to be a measure that can 
be usefully applied as a measure of the process of recovery since it is designed to 
capture recovery as an outcome, albeit one that fits more with consumer ideas. 
Furthermore, Andresen et al (2006) point out that some items, such as the ability to 
rely on other people are contrary to aspects of recovery, for which being independent 
is important. This is clearly in contrast with the ethos of developing equal working 
relationships with professionals and increasing self-management of symptoms. It has 
also been developed using a very small analysis of personal stories of recovery. This, 
arguably, is an inadequate to sample on which to develop a model or measure of 
recoveiy.
2.6.2 The Mental Health Recovery Measure (MHRM)
Young and Bullock (2003) developed the MHRM as a result of qualitative analysis of 
interviews and focus groups with 18 consumers (Young & Ensing, 1999). From this 
analysis, they proposed a model of recovery occurring in three phases constituting six 
themes. These are summarised in Table 2.3 below:
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Table 2.3 Summary o f the recovery model, from Young & Ensing (1999)
Initiating recovery: overcoming “stuckness”
1) overcoming "stuckness," -  this involves developing the motivation to change 
and acknowledging and accepting the illness. Furthermore, people recognized 
the importance of finding a source of hope and inspiration. This often included 
spirituality and religion, but also developing relationships with peer role-models.
M iddle Phase: Regaining what was lost and m oving forward
2) discovering and fostering self-empowerment -  in this phase, consumers refer 
to taking responsibility for their own life, including their own recovery. This may 
include taking control of behaviours that have a negative impact upon the 
symptoms. They also describe developing “empowering attitudes” including 
self- confidence, working hard and taking risks.
3)leaming and self-redefinition -  this includes gaining insight into oneself, 
recapturing parts of one’s old self and discovering new aspects of oneself. There 
is also a process of gaining insight into the relationship between oneself and 
one’s illness, realising that there is more to oneself than illness and also that 
illness is not one’s fault. Furthermore the consumers discussed talked about 
learning to “live in the moment” and being honest with oneself and others.
4) returning to basic functioning -  this includes managing one’s own health 
(mental and physical), participating in a range of activities and connecting with 
other people (friends, family and professionals).
Later phase: improving quality o f  life
5) working to attain a sense of wellbeing. This involves increasing self-esteem, 
feeling “normal” and at peace and a sense of caring versus apathy.
6) Striving to reach new potential in terms of finding a purpose in life and 
improving standard of living. Further important activities in this phase were 
becoming more self-sufficient, staying positive, and maintaining the reduction in 
symptoms.
138
The MHRM has 30 items which are rated on a five point scale from “strongly 
disagree” to “strongly agree” The items were designed to create six subscales to the 
themes from the qualitative analysis, with a seventh, “advocacy / enrichment” added 
to reflect involvement in advocacy, coping with stigma and improved financial quality 
of life (Bullock, 2005). The subscales are:
1. Overcoming stuckness
2. Self-empowerment
3. Learning and self-redefinition
4. Basic functioning
5. Overall well-being
6. New potentials
7. Advocacy / enrichment
There are also two items designed to measure spirituality. Scores are obtained for the 
total of the 30 items and for each of the 7 subscales.
At present there is no published study of the validity of the MHRM. It was included in 
Andresen and colleagues’ (2006) review because the model on which it is based 
(Young & Ensing, 1999) has been publised. The validity of the MHRM has been 
reported in a conference presentation by Bullock and Young (2003: cited by Bullock,
2005). The MHRM is claimed to have good internal consistency and test-retest 
reliability. The MHRM has good face validity because it was developed fi"om 
statements made by consumers describing their own process of recovery. Concurrent 
validity was demonstrated by positive correlations with measures of factors associated 
with recovery, such as empowerment, resilience and community living. It has also 
been shown to discriminate between consumers following completion of a recovery 
training programme (Bullock et al, 2005, cited by Bullock, 2005).
A major strength of the MHRM is the fact that it has been developed from a model of 
recovery as a process, using qualitative analysis of a larger number of consumer 
accounts. It also has some (albeit unpublished) evidence of construct validity in that 
there are positive correlations between the MHRM and measures of component 
processes of recovery. In terms of feasibility the MHRM appears brief and simple to 
complete, and is fi-eely available. Given that it has been used to measure outcome
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following a recovery training programme it would appear to be relevant and valuable. 
There is no formal measure of acceptability, but it is worth remembering that the 
MHRM has been based on user accounts of recovery. However, whilst the MHRM is 
based on a model of recovery as a process it was not designed to identity whereabouts 
in that process an individual is. The subscales within the MHRM capture processes 
that occur within each of the phases. However, they do not indicate that the 
constituent processes are sequential. Therefore, whilst the idea of recovery as a 
process is more prominent than in the RAS, there are probably too few stages for it to 
be used as a measure of progress.
2.7.3 The Stage of Recovery Instrument (STORI)
The STORI (Andresen et al, 2006) is based upon a model of recovery that was 
developed through analysis of published consumer accounts and qualitative studies of 
recovery from schizophrenia and other severe mental illnesses. It was developed as a 
result of a recognised need to develop a definition of recovery that is acceptable to 
clinicians and service users (Andresen et al, 2003). The authors acknowledged the 
diversity in different understandings of recovery, but also recognised common themes 
and the idea that recovery can be conceptualised in terms of stages. The authors 
contrast ‘psychological recovery’ with the biomedical model of disease and cure. 
They acknowledged that a person may be considered cured without feeling recovered, 
and vice versa. It is based on recovery being a psychological process that may, or may 
not involve return to one’s former self or indeed a return to former roles. They also 
acknowledged that the absence of symptoms is a marker of recovery for some, but not 
all individuals. It is clear, therefore, that the STORI is influenced by a desire to 
measure recovery from the consumer perspective. The idea of recovery being a series 
of stages that individuals go through as part of a process means that the STORI 
appears promising as a measure that could be used to follow progress. Because of this 
promise, a detailed summary of the development and psychometric testing of the 
STORI will be presented below.
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As a result of their analysis, Andresen et al (2003) developed a model of recovery that 
postulates that recovery is influenced by four component processes and takes place 
over five identifiable stages. The component processes identified were:
(i) hope of recovery, including the belief of other people;
(ii) redefining self identity, reconciling oneself with the illness and 
recognising the illness as a small part of oneself;
(iii) finding meaning and purpose in life, including the re-establishment or 
development of personal goals;
(iv) taking responsibility for oneself and one’s recovery.
The five stages identified are described below:
“1. Moratorium: A time of withdrawal characterised by a profound sense of 
loss and hopelessness.
2. Awareness: Realisation that all is not lost and that a fulfilling life is 
possible.
5. Preparation: Taking stock of strengths and weaknesses regarding recovery, 
and starting to work on developing recovery skills.
4. Rebuilding: Actively working towards a positive identity, setting out 
meaningfiil goals and taking control of one’s life.
5. Growth: Living a full and meaningful life, characterised by self­
management of the illness, resilience and a positive sense of self.” (From 
Andresen et al, 2006 p 973).
The stage model identifies the commonalities in consumer accounts of recovery, in 
order that services and interventions can be measured fi-om the perspective of the 
people that use them.
The authors argue that the model has three main benefits. Firstly, they argue that the 
final stage of recovery represents a measurable outcome (Andresen et al, 2003) that is 
related to the concepts of psychological wellbeing (e.g. Rhyff & Keyes, 1995) and 
resilience, which involves managing a relapse of symptoms (Andresen et al, 2006; 
Richardson, 2002). Secondly, the model is flexible in terms of time (Andresen et al,
2006). Thirdly, the model fits with consumer accounts of recovery in that relapse of 
symptoms does not necessarily mean that a person drops a stage of recovery. They
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believe, therefore, that it may help clinicians and service users to understand the 
process of recovery and thereby help to inform interventions at different times 
(Andresen et al, 2003). It would appear that the stage model of recovery is both based 
on consumer accounts of recovery being a process, but also suitable for use as a 
measure of progress and outcome within services.
Following a search for measures of recovery that fitted with their criteria (these were 
stated at the beginning of chapter 2.7), Andresen and colleagues (2006) identified two 
measures, the RAS and the MHRM. They argued that the RAS, whilst measuring 
factors that reflect psychological recovery, is not appropriate for measuring a stage 
model of recovery because it yields only a single recovery score. The MHRM was 
thought to measure aspects of recovery related to the stage model of recovery but 
considered inappropriate for two reasons. Firstly, it is thought to contain “value 
statements and behavioural items that are not consistent with the definition of 
psychological recovery” (Andresen et al, 2006, p974). Secondly, whilst the MHRM is 
based upon three phases of recovery (Young & Ensing, 1999), it does not appear to 
measure recovery in a sequential fashion. Therefore, Andresen et al (2006) concluded 
that a new measure needed to be developed based strongly on the stage model of 
recovery.
The STORI was designed using as a basis five studies which identified stages of 
recovery. Under the four component processes (hope, re-establishing identity, finding 
meaning and taking responsibility for one’s life), ten themes were identified. For each 
of these themes, items were generated to reflect each of the five stages of recovery 
(refer to Appendix 1 for table of themes).
The items representing each of the ten themes are presented in groups of five with one 
item representing each stage. This allows for them to be compared with one another 
by the respondent. The items are then rated on a six point scale with ‘0’ representing 
“Not true at all now” and ‘5’ being “completely true now”. The measure was piloted 
by a group often consumers and refinements made on the basis of that feedback. After 
completing the STORI, five scores are elicited which reflect each of the five stages of
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recovery. The highest stage score is that which the respondent is allocated to. The 
measure, therefore, relates well to the stage model of recovery.
Validation of the STORI was conducted with a group of 94 service users from the 
‘Schizophrenia Research Register’ at the Neuroscience Institute of Schizophrenia and 
Allied Disorders in Australia. Participants completed a battery of questionnaires. 
These included the STORI, the RAS, and measures of well-being, mental health, 
resilience and hope. Andresen et al (2006) demonstrated that the STORI has 
acceptable concurrent validity and found some initial evidence of construct validity. 
Concurrent validity of STORI was established using correlations between the stage of 
STORI to which participants were allocated and the other measures. The correlations 
revealed an expected pattern of correlations. That is, the fifth and final stage of 
recovery was shown to be positively correlated with the other measures. Conversely, 
Stage 1 was shown to be negatively correlated with the other measures. Stage 2 was 
mostly negatively (but not significantly) correlated with the other measures. 
Meanwhile, Stage 3 had no significant correlations, while stage 4 had positive (but 
mostly non-significant correlations with the other measures. Therefore, there is 
evidence that the STORI is measuring a similar construct to the other measures of 
recovery. That it is also positively correlated with measures of hope, resilience and 
well-being is in keeping with user descriptions of recovery.
The study also provided some initial evidence of construct validity. That is, there was 
some evidence that the STORI measures a stage based model. This was demonstrated 
using correlations between scores on each of the five subscales. The pattern of 
correlations was as expected. That is, there were positive correlations between 
adjacent stages (i.e. between stage 4 and 5), and negative correlations between distant 
stages (i.e. between stage I and 5). If recovery can indeed be conceptualised and 
measured in terms of stages, it would be expected that adjacent stages be similar to 
one another and, therefore, the pattern of correlations should be as expected. Further 
measure of construct validity was based upon a cluster analysis, which identifies 
clusters of responses on items. In effect, participants allocated to stage 1 should score 
similarly on all of the stage 1 items, if those items can be considered to be pertinent to 
that stage of recovery. In the Andresen et al (2006) validation study, items formed
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three, rather than the expected five clusters. The authors discussed whether this result 
represented that recovery is better conceptualised in terms of three stages, or whether 
recovery does indeed occur in five measurable stages but that the items in the STORI 
are too difficult to distinguish for participants, or whether respondents can endorse 
items that they have experienced in the past, rather than those that they are currently 
experiencing, because they resonate more for them. Thus, they concluded that the 
measure is currently not sensitive enough to subtle changes over the stages. In terms 
of feasibility, the STORI requires consumers to determine the extent to which they 
agree with statements that may have subtle differences. Therefore, it may be 
compromised in terms of brevity and simplicity. Its relevance and acceptability may 
be argued from the point of view of it being developed on the basis of a significant 
number of service user accounts of recovery. It is freely available. To demonstrate its 
value for use in routine outcome measurement the STORI needs to demonstrate that it 
is a valid measure of the stage model on which it is based. If unable to do this, it 
would be easier for services to adopt a more simple measure.
2.8 Rationale for the study
The STORI is a promising measure of the recovery process. However, there are two 
main shortcomings at present. Firstly, Andresen and colleagues (2006) questioned 
how representative their sample was of people using services. As previously 
mentioned, they had a group of participants who had registered with a research 
database. This group may have been more able than their counterparts using services. 
Furthermore, relatively few of the participants were allocated to the earlier stages of 
recovery. It is not yet known how a clinical population, who may indeed be less 
cognitively able, would respond to and understand the STORI. Secondly, in its present 
form, the STORI does not appear to accurately distinguish the five stages of the 
model. This limits its use as a measure of a model based on five stages.
It cannot be assumed that the STORI would perform in the same way in the UK. 
Therefore, it needs to be validated in a UK setting before conclusions can be made as 
to its potential use in services here. A UK study of the STORI needs to address the 
shortcomings of the STORI, by recruiting a sample from within clinical services with
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particular focus on replicating Andresen and colleagues’ (2006) cluster analysis. 
Furthermore, a validation of the study needs to address test-retest reliability, which is 
yet to be established for the STORI.
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3. AIMS AND HYPOTHESES
The main aim of the present study was to establish psychometric properties of the 
STORI in a UK sample. There were four specific differences with Andresen and 
colleagues’ (2006) validation. First, the validation will be conducted with a UK 
sample. It cannot be assumed that a measure that is valid in Australia will show the 
same psychometric properties in another (albeit western) country. Second, the sample 
in the present study consisted of people who were currently using clinical services. 
The lack of a clinical sample was recognised by Andresen et al (2006) as a limiting 
factor in their study. The participants in the present study were recruited fi-om within 
clinical teams, resulting in a study population that reflects the diversity of people 
using services in this country. Third, the present study involved a measure of face 
validity and feasibility. Whilst the STORI arguably has face validity because of its 
development being based on user accounts of recovery and the fact that a group of 
users gave comments on the STORI during its development, Andresen and colleagues 
(2006) did not attempt to measure face validity from the point of view of those 
completing the measure. Finally, the present study included a measure of test-retest 
reliability that was not included in the Andresen et al (2006) validation.
The study had four main hypotheses:
Hypothesis 1: The STORI would be considered face valid and feasible by consumers. 
This prediction was made on the basis that the STORI was developed using consumer 
accounts of recoveiy.
Hypothesis 2: The STORI would show evidence of concurrent validity. More 
specifically, stage scores were expected to show a pattern of correlations with another 
measure of recovery, with stage 1 showing a negative correlation, and positive 
correlations of increasing magnitude between stages 2 to 5 and the concurrent 
measure.
Hypothesis 3: The STORI would show initial evidence of construct validity. 
Specifically, stage scores were expected to show a particular pattern of correlations
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with each other. That is, scores on proximal stages (i.e. 1 and 2; 2 and 3; 3 and 4; 4 
and 5) would be positively correlated with one another. There would be weaker 
positive correlations between more distant stages (e.g. stages 3 and 5). Finally, the 
most distant stages (i.e. 1 and 5) would be negatively correlated with each other. 
STORI items were also expected to form stage-based clusters. Given that Andresen et 
al (2006) were unable to find five distinct clusters, no prediction was made as to the 
number of clusters that would be found in the present study.
Hypothesis 4: The STORI would return acceptable test-retest validity.
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4 METHOD
4.1 Design
This study was designed to validate the Stage of Recovery Instrument (STORI: 
Andresen et al, 2006: see section 4.4) in a UK sample. A questionnaire design was 
used to investigate the validity of the STORI with a focus upon the following 
psychometric properties: face validity and feasibility; concurrent validity; construct 
validity, and test-retest reliability.
Face validity and feasibility was investigated in two ways. Firstly, service users’ 
opinions about the feasibility of the STORI were gathered using the STORI Feedback 
Questionnaire (Weeks, Hayward & Slade, Unpublished: see section 4.4). Furthermore, 
the brevity of the STORI was established by timing service users as they completed 
the STORI. Concurrent validity was addressed through the comparison of 
participants’ scores on the STORI with another measure of recovery, the Recovery 
Assessment Scale (Giffort et al, 1995: see section 4.4). According to the stage model 
of recovery, people in the later stages of recovery would be expected to score higher 
on the RAS. Construct validity was investigated by using cluster analysis to identify 
the presence of stage-based clusters in participants’ responses. Test-retest reliability 
was measured through participants completing the STORI a maximum of three times. 
The STORI was completed twice within the same session, after completing a 
distracter task. The chosen task was the ‘Digit-symbol coding' subtest from the 
Wechsler Adult Intelligence Scale 3rd Edition (WAIS-III: Wechsler et al, 1997). It 
was chosen because it requires participants to concentrate fully and thus reduces 
ability to remember the previous answers. However, it is acknowledged that this may 
not have been sufficient to completely eliminate practise effects. Therefore, the 
STORI was completed for a third time after approximately two weeks. This delay was 
chosen because it is a long enough period of time for participants to have forgotten 
their responses but short enough that significant changes in responses would not be 
expected. Two methods of test-retest data were planned because it was anticipated that 
participants may not wish to return for a second session.
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4.2 Setting
One of the criticisms of the original validation of the STORI (Andresen et al, 2006) 
was the bias towards their participants being in the later stages of recovery. A possible 
reason for this is that participants were recruited from a research register, and it was 
therefore concluded that further research should be undertaken in clinical settings. 
Therefore, this study was carried out across three specialist mental health teams in the 
London Borough of Croydon. These were a Rehabilitation Inpatient Unit, the 
Rehabilitation and Recovery Team and an Early Intervention in Psychosis Team. The 
London Borough of Croydon is a suitable setting for a UK validation study because of 
its mix of ethnic background and levels of deprivation. The 2001 Office of National 
Statistics (ONS) data recorded a population of 330,587, 63.7% of whom were British, 
7.9% Caribbean, 6.5% Irish / other White, 6.4% Indian, 4.4% African and 2.3% 
Pakistani. Its average Mental Illness Needs Index (MINI: Glover, Robin, Emami & 
Arabscheibani, 1998) deprivation score is 100.1, with a range from 81.7 (most affluent 
electoral ward) to 111.I (most deprived electoral ward). This indicates that social 
deprivation levels vary widely within what is overall an area with average levels of 
deprivation for England, making it a highly nationally representative location. 
Demographic data is not available for the Australian sample (Andresen et al, 2006). 
However, it was considered likely that the sample would be culturally different by 
being drawn from the UK, regardless of ethnic grouping
4.3 Participants
4.3.1 Proposed number of participants
An a priori power analysis^ was used to inform the appropriate sample size. 
Correlation between the STORI and the RAS (power = 0.8; effect size = 0.7; d = .05) 
would require a sample size of 43 participants. There are no definitive guidelines
 ^This w as perform ed using th e  statistical com puter program m e G * Power 3 (Paul, Erdfelder & Lang et 
al, 2007).
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regarding the number of participants required to conduct cluster analysis. However, 
Fife-Schaw (18/02/2008) advises that there must be at least as many sets of data as 
items within a questionnaire. Therefore, a minimum of 50 participants was required. 
The original validation of the STORI (Andresen et al, 2006) had 94 participants. 
Therefore, it was decided that a convenience sample of 80 service users would be 
recruited, of which a maximum of 40 would return for long-term test-retest reliability 
measurement. Whilst not as large a sample as recruited by Andresen et al (2006) this 
number was thought to be adequate and achievable given the context that the research 
was being conducted within.
4.3.2 Inclusion and exclusion criteria
The inclusion criteria and exclusion criteria for the study are summarised in Table 4.1 
below:
Table 4.1 Inclusion and exclusion criteria for the study
Inclusion criteria Exclusion criteria
(i) Current referral to 
participating teams
(ii) B asic spoken English in order 
to understand questionnaires 
and instructions
(iii) Considered able to manage 
the demands o f  working 
through questionnaires
(iv) A ble to consent to 
participating in research study
(i) Current level o f  distress that 
would make participation 
em otionally difficult
(ii) Current cognitive difficulties 
that would make 
participation im possible
(iii) N o  spoken English
There were no specific inclusion criteria regarding formal diagnosis because this 
information was not available to the researcher at the point of recruitment. However, it 
was anticipated that most people recruited to the study would have experienced 
psychotic illness or mental health problems of a severe and enduring nature that led to 
their referral to the participating teams. It was not necessary that participants were 
able to read and write since they were given the opportunity to fill out the 
questionnaires with the support of the investigator. It is also acknowledged that the 
exclusion criteria potentially precluded people who were acutely unwell.
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4.3.3 Recruitment of participants
Participants were initially approached by team clinicians who asked if they would be 
willing to meet a researcher to discuss taking part in a study about recovery. It was 
made clear to them that, by meeting a researcher, they would not be obliged to take 
part. If they agreed to meet the researcher they did so straight away and were given 
information about the study (see Appendix 2). They were given the choice of reading 
the information sheet themselves or working through it with the researcher. On receipt 
of consent (see Appendix 3 for consent document), participants were given the 
opportunity of doing so straight away. However, it was also made clear that, if they 
wanted more time to think about their participation or discuss with others, a second 
appointment could be made.
4.4 Measures
4.4.1 Demographic information
Demographic information (see Appendix 4) was collected in order to characterise the 
sample. This was collected, with consent from participants, from computerised 
clinical records and (where necessary) paper files.
4.4.1 The Stage of Recovery Instrument (STORI: Andresen et al, 2006)
The STORI (see Appendix 5) is a 50 item questionnaire based on the stage model of 
recovery (Andresen et al, 2004). The items within the STORI consist of statements 
related to ten different themes in groups of five. Each statement within each group has 
been designed to reflect each of the five stages of recovery. The respondent is required 
to indicate the extent to which they agree with each statement on a six point scale 
score from 0 (completely disagree) to 5 (completely true). The STORI is scored by 
adding up the scores for each stage -  the maximum stage score is 50. The respondent 
is allocated to the stage which yields the highest score. The STORI has been subject to 
some psychometric validation (Andresen et al, 2006). The later (more recovered)
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stage scores have been shown to correlate positively with measures of hope, resilience 
and another measure of recovery. Conversely, the early stages have negative 
correlations with the same measures.
4.4.2 STORI Feedback Questioimaire (STORI-F: Weeks, Slade & Hayward, 
Unpublished)
The STORI feedback questionnaire (see Appendix 6) has been designed as a means of 
assessing face validity and feasibility from the perspective of people completing the 
STORI. It contains seven statements designed to reflect six of the seven feasibility 
criteria proposed by Slade and colleagues (1999). Respondents are required to 
determine the extent to which they agree with the statements using a five point Likert 
scale. There are also three further questions which require a free response. These are 
general questions about the positive and negative aspects of the STORI, and to ask for 
details of questions that did not make sense.
The face validity of the STORI-F was assessed by two clinical psychologists (research 
supervisor). Both had experience of conducting research with people experiencing, 
and recovering from psychosis, and were familiar with the purpose and design of the 
STORI. Their feedback indicated that the STORI-F was fit for the intended purpose. 
Whilst there was no formal pilot study, this was considered adequate, given that the 
STORI-F is a simple measure and was to provide only a small part of the data gained 
in the study.
4.4.3 Recovery Assessment Scale (RAS: Giffort et al, 1995)
The RAS (See Appendix 7) is a 50 item questionnaire that yields a single recovery 
score. It consists of 50 statements that are rated by respondents on a five point Likert 
scale, scored from 1 to 5. The maximum total score is 205. Aspects of reliability and 
validity have been addressed by the authors. The RAS was used as a measure of 
concurrent validity in the Australian validation of the STORI. It has published 
psychometric properties and has been subject to large scale factor analysis (Corrigan 
etal, 1999; 2004).
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4.5 Procedure
The study procedure is summarised in Figure 4.1.
second session
Consent to return for
Second session
1. Participant consents to 
participation in research.
Gap o f at least two weeks
(d) Distracter task (4 minutes)
(e) STORI- 2
(f) STORI- 3
2. Consent given to continue 
for test-retest reliability data 
collection
(a) STORI 1 (Completion 
time recorded)
(b) STORI-F
(c) RAS
Figure 4.1 Flowchart o f study procedure
Participants were given the option of self-completing the measures or working 
through them as an interview. They were informed that they would be able to take a 
break after having completed any of the questionnaires.
Following completion of questionnaires on both occasions participants were 
debriefed. They were able to ask questions and to talk about their experiences of 
participation, and also to discuss any distressing aspects of taking part. As per the 
information sheet (see Appendix 2), they were aware that they could contact their care 
coordinator if they felt they needed to discuss any of these matters further.
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4.6 Ethics
The Bromley Research Ethics Committee (National Research Ethics Committee 
Number: 07/H0805/26) and the University of Surrey Research Ethics Committee 
approved this study. Research and development approval was also granted by South 
London and Maudsely NHS Foundation Trust (See Appendix 8 for all approval 
documentation).
4.7 Data analysis
Raw data was entered into and analysed using SPSS (version 15). This is a statistical 
software package. Data was checked for missing values. All questionnaires were 
completed in full. The data was then assessed to ensure that it met assumptions for the 
use of parametric analyses, using Kolmogrov-Smironov tests and tests of the 
significance of deviations from normality of z-scores for skewness and kurtosis. These 
tests were conducted on scores for each of the five stages and stage allocation on the 
STORI, and total RAS score. The results of all of Kolmogorov-Smimov tests were 
non-significant, indicating that the data were sufficiently normally distributed. Values 
for skew and kurtosis were divided by their standard errors to produce z-scores. Field
(2005) considers z-scores exceeding 1.96 to be significant. Since none of the resulting 
z-scores were over this value, normality was assumed and, therefore, parametric 
analyses were used where possible to investigate the following properties of the 
STORI.
4.7.1 Face validity / feasibility
Frequencies of participants endorsing each of the five response categories for the 
seven statements in the STORI-F were computed. This method of analysis has been 
chosen because the purpose of the feedback questionnaire was to get some basic, 
preliminary ratings from service users as to the usefulness and accessibility of the 
STORI. No formal qualitative analysis was conducted upon participants’ answers to
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the free response questions. However, comments will be referred to in the discussion 
where appropriate.
4.7.2 Concurrent validity
Pearson correlations were conducted to determine the relationship between STORI 
stage scores and the RAS total score. This method replicates the analysis used in the 
Australian validation study (Andresen et al, 2006). A distinct pattern of correlations 
between stage scores would provide evidence of concurrent validity. That is, a 
negative correlation between stage 1 scores and the RAS, and a positive correlation 
between stage 5 scores and the RAS. The intermediate stages should show a pattern of 
increasingly positive correlations with the RAS.
4.7.3 Construct validity
Construct validity was investigated in two different ways. These analyses replicate the 
Australian validation study (Andresen et al, 2006) and enable comparison of results. 
First, Pearson correlations were conducted between scores in each of the five stages. 
A particular pattern of correlations would provide evidence of construct validity. 
Positive correlations were expected between adjacent stages and weak or negative 
correlations between more distant stages. Second, a hierarchical cluster analysis using 
Ward’s method was conducted upon the items in the STORI to ascertain whether the 
STORI items cluster into groups that represent the five stages of recovery. A five 
cluster solution would be further evidence of construct validity, with the clusters 
containing the ten items from each of the five stages. The cluster analysis was run to 
identify two, three, four and five cluster solutions and the dendrograms 
(diagrammatical representation of the clustering process) were examined to decide 
upon the best solution.
4.7.4 Reliability
Test-retest reliability was addressed using intra-class Pearson correlations between the 
five STORI stage scores over two administrations. Significant positive correlations
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(above 0.8) would be indicative of acceptable test-retest reliability (Kline, 2000). 
Spearman correlations were conducted between stage allocations for each of the 
administrations of the STORI. This non-parametric method was chosen because stage 
allocation is categorical data and therefore unsuitable for parametric statistical 
analysis.
To address the internal consistency of the STORI, Cronbach’s alpha was conducted 
for each of the five stages.
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5 RESULTS
5.1 Descriptive Statistics
50 participants completed the STORI. Socio-demographic characteristics of the 
sample are summarised in table 5.1 below"^ :
Table 5.1 Sociodemographic characteristics o f the 50 participants who
completed the STORI
Characteristic N
Men, n (%) 33(66)
Ethnicity, n (%)
White
British 24 (48)
Non-British 4(8)
Irish 1(2)
Black
African 7(14)
Caribbean 7 (1 4 )
Other 1(2)
Asian
Indian 3(6)
Other
M ixed white /  Black Caribbean 2(4)
Turkish 1(2)
Immigration status
British 38 (76)
Permanent U K  resident 9(18)
Seeking asylum 3(6)
Highest Educational Level, n (%)
Degree or equivalent professional qualification 1(2)
School leaving exam s or subsequent equivalent 
(e.g. National Vocational Qualification)
35 (70)
Basic literacy skills 13 (26)
Unknown 1(2)
^ Educational attainm ent w as a ssessed  through reading correspon dence on file. If th ere  w as no  
m ention w as m ade o f  a participant having passed exam s or having particular difficulties w ith literacy,
th ey  w ere placed in th e  'basic literacy skills' category.
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Table 5.1 continued
Living arrangements, n (%)
Living alone 10 (20)
Living with other adults 22 (44)
Living with family 16 (32)
Living with partner 1(2)
Living with partner and dependent children 1(2)
Independent permanent accommodation 24 (48)
Temporary accommodation 2(4)
24-hour supported accommodation 18(36)
Accommodation with support at least 5 days 
per weeks
2(4)
Other supported accommodation 4(8)
Employment Status, n (%)
Open market employment 5(10)
Sheltered employment 4(8)
Not employed (student) 6(12)
Not employed (due to illness) 35 (70)
The clinical characteristics of the sample arc summarised in Table 5.2:
Table 5.2 Clinical characteristics o f  the 50 participants who completed the
STORI
Characteristic, n (%) N = 50
Primary Diagnosis, n (%)
Schizophrenia 21 (42)
Other psychotic disorders 11(22)
Mental / behavioural disorder due to 
alcohol / drugs
6(12)
Bipolar affective disorder 5 (10)
Depression 3(6)
Obsessional disorders 2(4)
Schizoaffective disorder 1(2)
Emotionally unstable personality disorder 1(2)
Service, n (%)
Early Intervention service 19 (38%)
Rehabilitaon and recovery team 19 (38%)
Rehabilitation unit 12 (24%)
Length of Contact, n (%)
First year of contact 8 (16%)
Between 1 and 2 years contact 4(8%)
Between 2 and 5 years contact 20 (40%)
More than 5 years contact 18 (36%)
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Mean scores for each of the STORI stages, and stage allocations are presented in 
Table 5.3, with stage allocation data from the original validation study (Andresen et 
al, 2006)
Table 5.3 Descriptive statistics o f STORI stage scores and allocations 
with comparison with Andresen et al (2006)
Current study (N=50) Andresen et al (2006) 
(N=94)
Stage scores, mean (st dev)
1 -  Moratorium 19.9 (10.2)
2 -  Awareness 28.4(11.3)
3 -  Preparation 28.5 (10.4)
4 -  Rebuilding 32.4 (10.3)
5 -  Growth 31.4(11.1)
Stage allocation, n (%)
1 4(8) 8(9)
2 11(22) 2(2)
3 5(10) 5(5)
4 14 (28) 30(32)
5 16 (32) 48 (51)
The data in Table 5.3 show that mean scores for stages 2 and 3; and stages 4 and 5 
were fairly even and somewhat higher than the stage 1 means. This is reflected in the 
balance of stage allocations, with more people allocated to stages 4 and 5 than stages 2 
and 3, and the smallest proportion of participants allocated to stage 1. However, the 
data show a more balanced spread of stage allocations than Andresen and colleagues
(2006).
5.2 Validity of the STORI
5.2.1 Face Validity and feasibility of the STORI
Face validity and feasibility data was collected using the STORI Feedback (STORI-F) 
questionnaire, and by recording the completion time. Data from these measures were 
available for 49 (98%) of the participants and are summarised in Table 5.4.
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Table 5.4 Mean responses to the STORI feedback questionnaire
STORI-F items, n (%)
«  =  49
Strongly
disagree
Disagree N ot sure Agree Strongly
agree
1. Easy to understand. 1 (2 ) 2 ( 4 ) 5 (10.2) 29 (59.2) 12 (2 4 .5 )
2. Helped m e to think 
about m y recovery.
0 ( 0 ) 7 (14.3) 15 (30.6) 19 (3 8 .8 ) 8 (16.3)
3. Items are important for 
thinking about recovery.
0 ( 0 ) 2 (4 .1 ) 11 (22.4) 27 (55.5) 9 (1 8 .4 )
4. Too long. 5 (1 0 .2 ) 34 (69.4) 6 (12.2) 4 (8 .2 ) 0 ( 0 )
5. Questions I did not w ish  
to answer.
10 (20.4) 3 0 (6 1 .2 ) 7 (14.3) 2 (4 .1 ) 0 ( 0 )
6. Prepared to fill in at 
different times.
0 ( 0 ) 5 (10.2) 8 (16.3) 25 (51.0) 11 (22.4)
7. Helpful for staff. 1 (2.0) 0 ( 0 ) 9 (1 8 .4 ) 27 (55.1) 12 (24.5)
Completion time, mean  
(minutes) (s.d.)
11 .4 (4 .86 )
The STORI-F data shows a trend of generally positive feedback about the STORI. The 
majority of participants found the STORI easy to understand, important for thinking 
about recovery and would be prepared to fill it in at different times during their 
treatments. The majority also thought that it would be helpful for staff. A smaller 
majority of participants thought that the STORI had helped them think about their 
own recovery. Very few participants thought that the STORI was too long or thought 
there were items that they did not wish to answer.
5.2.2 Concurrent validity
Concurrent validity of the STORI was explored by conducting Pearson correlations 
between the five stages and the RAS total score. These are summarised in Table 5.5. 
The mean score on the RAS was 156.8 out of 205 (range = 121 -  199; sd = 21.9).
160
Table 5.5 Pearson correlations between stage scores and RAS total scores.
Stage, correlation with RAS  
(significance); n = 50
1 -.640 (p<.001)
2 .138 (p =  .340, ns)
3 .458 (p<.001)
4 .671 (p<.001)
5 .735 (p<.001)
Table 5.5 shows that the pattern of correlations is consistent with the STORI 
demonstrating concurrent validity. That is, stage 5 of the STORI yielded the strongest 
positive correlation with the RAS. Conversely, there was sa strong negative 
correlation between stage 1 and the RAS. The magnitude of the correlation increased 
sequentially through stages 2 to 4.
5.2.3 Construct validity
The stage model of recovery postulates that the five stages are sequential. The ratings 
of people allocated to stage 1 should have more in common with people in stage 2 
than with people in other stages. Similarly, people in stage 5 should have more in 
common with those in stage 4 than with people in other stages. In order to 
demonstrate this, a particular pattern of correlations was expected. Positive 
correlations were expected between adjacent stages and weak or negative correlations 
between more distant stages. The results of the Pearson correlations conducted 
between scores for each of the five stages are presented in Table 5.6 below;
Table 5.6 Pearson correlations between scores on each o f the five stages
Stage, correlation 
(sig. level); «  =  50
2 3 4 5
1 .183
(p =  .205, ns)
-.154
(p=.285, ns)
-.429
(p < .0 0 5 )
-.479
(p<.001)
2 .794
(p<.001)
.518
(p<.001)
.341
(p<.001)
3 .844
(p<.001)
.705
(p<.001)
4 .863
(p<.001)
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Construct validity was explored further using hierarchical cluster analysis, using 
Ward’s method. Using the dendrograms resulting from the analysis, a three cluster 
solution was considered the best fit. Cluster 1 consisted of seven items, all of which 
were from stage 1; cluster 2 contained 23 items; three from stage 1, nine of the stage 2 
items, eight of the stage 3 items and three stage 4 items. Cluster 3 contained 20 items; 
one from stage 2, two stage 3 items, seven stage 4 items and all ten items from stage 
5. The three clusters, along with the items within them are presented in Table 5.7 
below.
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This is a similar pattern within the three clusters identified by Andresen and 
colleagues (2006): cluster 1 in that study contained all 10 stage 1 items; the second 
cluster contained 24 items: all of stages 2 and 3 plus 4 from stage 4; and the third 
cluster contained 16 items: the remaining six from stage 4 and all of stage 5.
The clusters identified in the current analysis could be seen as reflecting ‘early’, 
‘middle’ and ‘late’ stages of recovery. Further analysis was conducted to ascertain the 
concurrent validity of these cluster-based stages.
5.2.4 Concurrent validity of clusters
To explore the concurrent validity of the resulting clusters, cluster scores were 
computed for each participant. Because the clusters had uneven numbers of items, the 
mean score for items within each cluster was used. Pearson correlations were then 
conducted between the clusters and the RAS. If the three clusters identified above can 
be conceptualised as early, middle and late stages, there should be a distinct pattern of 
correlations between the three clusters and the RAS, with the later stage showing a 
strong positive correlation with the RAS and the early stage a negative correlation. 
Pearson correlations were calculated between mean scores for participants for the 
items within the cluster and the total score on the RAS and are presented in Table 5.8.
Table 5.8 Pearson correlations between Cluster scores and RAS total 
score
Cluster, correlation RAS 
(significance); n ^50
1 -.643 (p<.001)
2 .323 (p<.005)
3 .745 (p<.001)
Table 5.8 shows the expected pattern of correlations between the cluster scores and 
the RAS. That is, there was a strong negative correlation between the RAS and cluster 
1, a weak significant positive correlation with clusters 2 and strong positive 
correlation with cluster 3.
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Pearson correlations were conducted between the clusters and are shown in Table 5.9 
below:
Table 5.9 Pearson correlations between the three clusters
Correlations (signitficance); n = 50
Correlation with Correlation with
Cluster cluster 2 cluster 3
1 -.13 p =  (p=.930) -.492 (p<.001)
2 .597 (p<.001)
The correlations in table 5.9 demonstrate the expected strong positive correlation 
between clusters 2 and 3. This was the case in the original validation study (Andresen 
et al, 2006). However, there is no significant correlation between clusters 1 and 2. 
This would suggest that people strongly endorsing items from cluster 1 are much less 
likely to endorse items from clusters 2 and 3. This is demonstrated in Figure 5.1.
#
Cluster 1 : early 
stage
Cluster 2: 
middle stage
Cluster 3: late 
stage
Figure 5.1 Diagram representing the relationship between the three
clusters
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5.3 Reliability of the STORI
5.3.1 Internal consistency
Cronbach’s Alpha was calculated for each of the five stage subscales. Alpha values 
for the five scores were between .81 and .87. These are all above 0.8 which, according 
to Kline (2000), indicates adequate internal consistency.
5.3.2 Test-retest reliability
22 participants completed the STORI for a second time after completing a distracter 
task for four minutes. The remainder of the 50 participants declined to complete the 
STORI for a second time. Ten of the participants completed the STORI after a delay 
of between two and four weeks. Because of the limited data collected after a two to 
four week delay, only data for test-retest reliability collected in the first administration 
(n=22) will be discussed below. However, descriptive statistics for longer-term test- 
retest reliability stage scores and allocations can be found in Appendix 9.
There was a moderate positive correlation between stage allocations for both of the 
administrations of the STORI (Spearman’s Rho^=.497, p<.05). This is below 0.8, the 
minimum figure for test-retest reliability suggested by Kline (2000). There was a 
stronger correlation between cluster allocations over the two administrations 
(Spearman’s Rho^=.707, p<.001). However, this is still below the minimum test-retest 
reliability figure of 0.8. Test-retest reliability of the STORI stages was investigated 
using intra-class Pearson correlations between stage scores for each of the two 
administrations of the STORI. These are presented in Table 5.10 below.
 ^ Non-param etric analysis w as used to  com pute this correlation because sta g e  allocations are 
categorical data.
® Non-param etric analysis w as used to  com pute this correlation because cluster allocations are 
categorical data.
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Table 5.10 Pearson correlations between stage scores fo r both administrations o f the
STORI.
Mean total stage scores (n=22) Correlation
Administration 1 Administration 2
(significance)
Stage
1 20.0 19.3 .961 (p<.001)
2 28.4 32 .901 (p<.001)
3 30.3 32.8 .906 (p<.001)
4 34.0 35.3 .918(p < .001)
5 33.2 33.7 .945 (p<.001)
There were stronger correlations between the stage scores for the two administrations 
of the STORI than for stage allocation. Furthermore, they were all above 0.8, the 
minimum figure suggested by Kline (2000). Pearson correlations were also conducted 
between cluster scores on each of the administrations and are summarised in Table 
5.11. Because the clusters are composed of uneven number of items, the mean score 
for items within each cluster was used for this analysis.
Table 5.11 Pearson correlations between mean item scores in each o f the 5 
clusters over two administrations o f the STORI
Stage Mean cluster item scores (n=22) Correlation
(significance)Administration 1 Administration 2
1 1.62 1.70 .951 (p<.001)
2 3.07 3.16 .855 (p<.001)
3 3.35 3.47 .960 (p<.001)
Table 5.11 shows that there were strong positive correlations between the mean scores 
for items within each of the clusters. Again, all correlations were above 0.8. The 
longer-term test-retest reliability scores found in Appendix 9 show a similar pattern to 
the in-session sample. However, owing to the small sample, these data will not be 
interpreted further. Nevertheless, they contribute to the initial evidence for the test- 
retest reliability of the STORIj.
5.4 Post-hoc data exploration
The data were also explored to examine the stage allocation over the component 
processes in the stage model (Andresen et al, 2004; 2006). The number of items 
associated with each of the component processes is uneven. Therefore, Table 5.12
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summarises stage allocations for each process. Stage allocation was calculated by 
summing the stage scores for each of the component processes.
Table 5.12 Stage allocation across the four component processes
Process
Participants allocated to each stage (%); « = 50
1 2 3 4 5
Hope 4(8) 5(10) 7(14) 24 (48) 10 (20)
Identity 4(8) 9(18) 4(8) 11 (22) 21 (42)
Meaning 7 (14) 9(18) 5(10) 17 (34) 12 (24)
Responsibility 2(4) 9(18) 6(12) 11(22) 22 (44)
Whilst these data were not analysed further, table 5.12 demonstrates some variability 
in stage allocation across the component processes. In particular, fewer participants 
were allocated to stage 5 in the hope (20%) and meaning (24%) domains, compared 
with those of identity (42%) and responsibility (44%). If allocations to both stage 4 
and 5 are taken into account, the disparity in scores for identity is less pronounced 
(66%) compared with hope and responsibility (68% and 66% respectively). There 
remains an apparent disparity between allocation to stages 4 and 5 for meaning (58%) 
and the other three processes. This is reflected in the larger proportion of participants 
allocated to stages 1 and 2 for meaning (32%) compared with identity (26%).
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6 DISCUSSION
Prior to a full discussion of the results and implications of this study, the hypotheses 
and main results will briefly be presented.
6.1 Summary of results
Hypothesis 1: The STORI would be considered face valid and feasible by consumers. 
Using the STORI-F, this study found evidence of face validity and feasibility of the 
STORI as a measure of recovery from the perspective of service users.
Hypothesis 2: The STORI would show evidence of concurrent validity. Correlations 
with the RAS provided evidence of concurrent validity of the STORI.
Hypothesis 3: The STORI would show initial evidence of construct validity. There 
was some initial evidence of construct validity. However, the STORI did not show 
five stage-based clusters.
Hypothesis 4: The STORI would return acceptable test-retest validity. Finally, this 
study provided some initial evidence for the test-retest reliability of STORI stage and 
cluster scores. However, stage and cluster allocations were not found to have 
acceptable test-retest reliability.
These results will be discussed in more detail in the following chapters.
6.1.1 Face validity and feasibility
Using the guidelines (Slade et al, 1999) for determining the feasibility of a measure, 
the STORI-F gave the following information:
1) Brevity -  a small minority of the participants in the study thought that the 
STORI took too long to fill in. This would indicate that the large majority of 
the participants thought that the STORI was an acceptable length.
170
2) Simplicity -  the large majority (over 80%) of participants thought that the 
questions in the STORI were easy to understand.
3) Relevance -  the majority (75%) of participants thought that the questions in 
the STORI are important for thinking about recovery.
4) Acceptability -  less than 5% of participants found that there were questions 
in the STORI that they were did not wish to answer.
5) Value -  more than half (55%) of the participants agreed that completing the 
STORI helped them to think about their recovery. It is notable that a fairly 
large proportion (30%) of participants were unsure whether this was the case. 
Furthermore, nearly 80% of participants thought that the STORI could be used 
to help mental health staff think about the help that they provide to people.
Also important for considering the feasibility of the STORI for routine use is that 
nearly 75% of participants indicated that they would be prepared to complete the 
STORI at different times during their treatment. Therefore, it can be concluded that, 
from the perspective of the service users participating in this study, there is evidence 
of face validity and feasibility for the STORI as a measure of recovery. It must be 
acknowledged, however, that this study sought to elicit consumer feedback and cannot 
be taken as an indication that professionals would consider the STORI face valid or 
feasible. Professionals’ opinions about the feasibility of the STORI as an outcome 
measure could be investigated by trialling it within a service and asking clinicians to 
complete a questionnaire based on Slade and colleagues’ (1999) feasibility criteria.
6.1.2 Concurrent validity
The STORI showed the expected pattern of correlations with the RAS. There were 
strong positive correlations between stage 4 and 5 scores and the RAS total score, and 
significant negative correlations between the RAS and stage 1. The correlation 
between stage 2 and the RAS was positive but weak and non-significant. There was a 
moderate correlation between stage 3 and the RAS. This pattern of negative to 
positive correlations through the five stages can be taken as indication of the 
concurrent validity of the later stages of STORI as measures of recovery. However, 
there was a very small difference in the magnitude of the stage 4 and 5 correlations 
with the RAS. Furthermore, there was a significant positive correlation between stage
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3 scores and the RAS. In the original validation (Andresen et al, 2006), there was no 
correlation between stage 3, and a weak correlation between stage 4, and the RAS. 
This would lead to the question of whether these items capture distinctly different 
stages of recovery, or are tapping into the same processes as the stage 5 items.
6.1.3 Construct validity
There was some evidence to support the hypothesis that the STORI would show initial 
evidence of construct validity. The pattern of correlations between the STORI stages 
and the RAS reflects the sequential nature of the five stages within the stage model of 
recovery (Andresen et al, 2003). As expected, there were positive correlations 
between adjacent and proximal stages at the upper end (e.g. stages 4 and 5; 3 and 5), 
and weak or negative correlations between distant stages (e.g. stages 1 and 5). 
However, unlike in the Australian study, stage 1 was not significantly correlated with 
stages 2 and 3. The pattern of correlations in this study suggested that people scoring 
high on stage 1 are likely to score lower on all other stages. People scoring high on 
stage 2 were likely also to score high on stage 3. Finally, people scoring high on stage
4 items would also be likely to score high on stage 5 items. The cluster analysis 
showed that there was significant overlap between items in the middle (stage 2 and 3) 
and late stages (4 and 5), and that the data were more consistent with a three cluster 
model. This finding, and the make-up of the clusters, was similar to the original 
validation study (Andresen et al, 2006). Therefore, it cannot be concluded at present, 
that the STORI has construct validity as a measure of a five stage model of recovery. 
Taking this into account, the STORI cannot be used in its present form, to allocate 
individuals to stages of recovery. The possible reasons why this was the case will be 
addressed in chapter 6.3, along with suggested research designs to further address 
issues of construct validity.
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6.1.4 Test-retest reliability
The investigation of test-retest reliability was limited by the small numbers of 
participants who were able to complete the STORI on second or third occasions. Data 
was only reported for the two administrations during the initial session. The use of a 
distracter task is unlikely to have completely eliminated practice effects. Whilst there 
is no accepted interval between administrations, one week (Rust & Golombok, 1999) 
and three months (Kline, 2000) have been suggested as appropriate. Therefore the 
results of the study can only be interpreted as initial evidence for test-retest reliability. 
The intra-class correlations between stage scores, and mean scores for items in each of 
the three clusters were above 0.8, the minimum figure at which it can be concluded 
that a measure has adequate test-retest reliability (Kline, 2000). However, the 
reliability of both stage and cluster allocations were lower than 0.8. The test-retest 
reliability of stage allocation was therefore inadequate. Considering the small sample, 
further research would be necessary before conclusions can be drawn regarding test- 
retest reliability.
6.2 Strengths and weaknesses of the study
This study had four main strengths. First, the sample was derived from clinical 
services. This is reflected in the descriptive statistics, with a larger proportion of 
individuals having been allocated to the earlier stages of the STORI, compared with 
the Australian validation. Second, the sample was diverse in terms of ethnic 
background. Although specific attention was not paid to demographics at the point of 
recruitment, it would seem that the sample was representative of the services from 
which participants were recruited. Third, the availability of a researcher for assistance 
with completion of the measures enabled people to participate who may have been 
unable to complete measures independently. This arguably contributed to the sample 
being more representative of people recovering from psychosis. Finally, this study 
built upon the validation conducted by Andresen and colleagues (2006) by including 
measures of face validity, feasibility and test-retest reliability.
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There were, however, five main weaknesses. First, the sample used in the study was 
small. This may have limited the power of some of the analyses used. The main 
reason for this was that recruitment problems were caused by the predominantly 
community-based care provided by the teams, reducing the recruitment rate possible 
using a centre-based approach. When this was identified as a problem, the researcher 
offered to accompany clinicians to visits. However, this was only taken up to a limited 
extent, because doing so meant clinicians had to extend the amount of time allocated 
to appointments in an already stretched service. Further strategies that might be 
relevant to increase recruitment rates in future studies include involving community 
based staff in data collection. Lasalvia and Ruggeri (2007) have described the use of 
specific measures in the community as part of routine clinical work. Such an 
approach, whilst likely to increase sample size in studies would be easier to implement 
from within a service, rather than as an outside researcher. A second problem was the 
use of the RAS, which has not yet been validated in the UK, as a means of 
establishing concurrent validity. Unfortunately, most of the validation of recovery 
measures has taken place abroad and, therefore, the RAS was chosen because it has 
been validated using a large sample in the United States. Third, whilst this study 
addressed the feasibility of the STORI for use in routine outcome measurement, this 
was only conducted with service users. Given that professionals are central to routine 
outcome measurement, it would have been useful to access professionals’ views. 
Fourth, the exclusive recruitment from specialist services may have led to the sample 
being unrepresentative of the whole population of people with psychosis. It is possible 
that there were people within the geographical area who were recovering from 
psychosis but required less clinical input, and were therefore seen within community 
mental health teams. Equally, it is possible that the sample was representative of the 
intended population, given the trend towards specialist services for people with 
psychosis (DoH, 2001b). Fifth, the small sample size meant that test-retest reliability 
analyses were limited. Furthermore, only second administration data from the first 
session were used. Whilst an attempt was made to limit practice effects by using a 
distracter task, this was not a robust measure of test-retest reliability. The small 
number of participants able to return for longer term test-retest reliability 
measurement meant that there was limited information with which to investigate 
reliability.
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Taking into account the strengths and weaknesses of the study, the following is a 
consideration of the implications of the results for the STORI, with suggestions for 
future research.
6.3 The STORI and the stage model of recovery
The STORI is based on a five stage model of recovery proposed as a result of 
qualitative analysis by Andresen and colleagues (2003). Consistent with their 
validation study (Andresen et al 2006), the current study found a three cluster solution 
to be most appropriate. A number of possible explanations for this finding are 
addressed below along with suggestions for further research.
6.3.1 Recovery takes place in three stages
Whilst in contrast with the stage model of recovery (Andresen et al, 2003) a three 
stage process is in keeping with other stages models. For example, Baxter and Diehel 
(1998) proposed that a person experiences mental events that are followed by stages 
of recovery. A crisis is followed by a rebuilding stage, and, finally a recovery o f  
normal life and independence. Likewise, Young and Ensing (1999) proposed a three 
stage model, on which the Mental Health Recovery Measure was based. They 
described an initial phase, ‘overcoming stuckness’, followed by an intermediate phase 
of ‘regaining what was lost and moving forward’ and a final stage based around 
‘improving quality of life’. Furthermore, Spaniol and colleagues (2002) 
conceptualized three phases of recovery that they defined as being “overwhelmed by”, 
“struggling with” and “living with” illness (p334). Whilst recovery has been described 
as having three constituent stages, it has also been conceptualized as consisting of two 
tasks of ‘finding meaning’ and ‘reconstructing a positive identity’ (Petite & Triolo, 
1999). A four stage model of recovery was proposed by Davidson and Strauss (1992) 
who described four component processes in the recovery of identity following 
psychosis. Similarly, NIMHE (2004) advocate a four stage model of recovery 
influencing engagement with services.
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Models of recovery based on stages or constituent processes are developed through 
the analysis of small numbers of accounts of recovery. It is perhaps not surprising, 
therefore, that different numbers of component stages or processes have been 
identified. It is difficult to argue that any one of these models is right, since they are 
all attempts to find common themes in an individual process. However, four of the 
models of recovery mentioned above (Davidon & Strauss, 1992; Baxter & Diehel, 
1998; Young & Ensing, 1999; Spaniol et al, 2002) were included in the analysis 
(Andresen et al, 2003) on which the five stage model was based. The following 
section therefore considers the possibility that the stage model is valid and suggests 
adaptations to the STORI that might improve its ability to distinguish five stages.
6.3.2 The STORI is insensitive to a five stage model
The five STORI stages showed the expected pattern of correlations with the RAS and 
between themselves. However, the cluster analysis showed that the items in the 
STORI are insufficiently sensitive to distinguish five stages at present. This was the 
conclusion reached by Andresen and colleagues (2006). Possible reasons for the 
failure to find five clusters are given below, along with suggestions for further 
research.
First, it was evident that some participants strongly endorsed stage 1 items and stage 5 
items within a group such as:
Stage 1 item: “I feel my life has been ruined by this illness”.
Stage 5 item: “My life is really good now, and the future looks bright”. 
One explanation for this pattern of response is that participants held both opinions 
equally strongly and they do not differentiate stages. Alternatively, they may have 
failed to understand that items in the STORI refer to current, rather than past feelings. 
This may explain why some items intended to reflect early stages of recovery fitted in 
the late recovery cluster. Furthermore, some items intended to distinguish adjacent 
stages loaded onto the same cluster. For example:
Stage 3 item: “I am starting to figure out what I am good at and what 
my weaknesses are”.
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Stage 4 item: “I’m starting to feel that I am making a valuable 
contribution to life.”
This may have been because the items were actually measuring a single process and 
therefore the same stage. Alternatively, the subtle difference in the wording of the 
items may have been missed by participants.
To address these issues, further research could investigate the following:
(a) Changing the instructions so that the respondent only rates the item
that they feel applies to them most, rather than to determine the 
extent to which they agree with all statements.
(b) Using a cluster analysis with five clusters, rewording items that do
not fit within expected clusters and re-administering this adapted
STORI.
(c) Developing a shortened version of the STORI using groups of items
that load onto the desired clusters and subjecting this to further 
validation.
These adaptations may improve the sensitivity of the STORI. However, it is possible 
that the STORI has construct validity in its present form, but there were issues with 
the present study that prevented this from occurring.
6.3.3 Sample characteristics
It is possible that the STORI is a valid measure of a five stage model of recovery but 
that characteristics of the research sample meant that this was not evidenced. There 
are two arguments for this. Firstly, the sample size used was the minimum necessary 
to conduct cluster analysis. A larger sample would increase the power of statistical 
analyses and may improve the chances of identifying five clusters. Secondly, the 
characteristics of the sample population may render them unrepresentative of people 
recovering from psychosis as a whole. The services from which participants were 
recruited were specialist services configured to provide intensive support for people 
with severe and enduring difficulties. It is possible that some participants experienced 
cognitive difficulties related to their mental health problems, the consequence of 
which being that they found the STORI difficult to understand. This is a weaker
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explanation for the failure to find five clusters since Andresen and colleagues (2006) 
had a sample that were considered more able than the population as a whole and had 
similar findings.
6.3.4 Stages of recovery occur at different times for the component processes
Andresen and colleagues (2003, 2006) argued that the processes of hope, identity, 
meaning and responsibility were involved across all five stages of recovery. It follows 
that someone could be allocated to different stages for each of the four processes. The 
descriptive statistics show de-synchrony between stage allocations across the 
component processes. This may account for the failure to find a five cluster solution. 
Further research could focus upon tracking stage scores and allocations, across the 
component processes, in order to determine whether they change at different times. 
However, this would involve multiple administrations and it would therefore be 
preferable to improve discrimination of items prior to conducting research of this 
nature.
Whilst the STORI clearly requires further work to improve construct validity as a 
measure of Andresen and colleagues’ (2004), it has potential benefit for use in UK 
services in its current form. The benefits for service users, professionals and teams 
will be explored below.
6.4 The use of the STORI in the UK
6.4.1 Benefits for service users
Participants’ answers to the question in the STORI-F regarding the positive aspects of 
completing the STORI indicate some potential benefits for service users. These are 
presented in Table 6.1, along with illustrative quotes:
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Table 6.1 The benefits of the STORIfor service users
1. STORI is useful as a guide 
for progress
“better understanding o f  where I am in 
recovery”(participant 6).
“Making you more aware o f  yourself and how  treatment 
is going. Helped me think about where I’m heading 
work-w ise /  college placement” (participant 9)
2. Completing the STORI as a 
w ay o f  planning for the future
“There were things about controlling your life, realising 
illness and setting goals” (participant 34)
“Made m e think about illness and how  to overcom e 
it”(participant 44)
3. Completing the STORI 
introduces a new  w ay o f  
thinking about mental health
“It made m e think about m y illness in different w ays” 
(participant 5)
“The novelty o f  som e o f  the questions in the way  
‘mental health’ was perceived and the positivism  o f  
enquiry about recovery” (participant 48)
However, two particular comments from participants point to negative consequences 
of using the STORI, such as a feeling that it was not relevant to their particular 
difficulties:
“limitations of the type of questions. It was worded to focus on people with 
ongoing serious mental illness rather than one episode of psychosis” 
(participant 16)
Furthermore, there was some indication that the STORI differs from how some 
service users might explain their problems:
“I really didn’t think I have been ill at all” (participant 40)
Taking into account these comments and overall positive feedback from the STORI-F, 
it appears that completing the STORI is a potentially beneficial experience for 
consumers. It could be used as a means of steering conversation away from illness and 
towards recovery. This is an important function, given the importance of the hope and 
belief that recovery is possible.
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6.4.2 Benefits for professionals
The use of the STORI as an outcome measure will be considered below. However, it 
has potential benefits for professionals in their work with individuals. Considering a 
person’s stage of recovery may help to inform the focus of therapeutic work, such as 
concentrating on coping with loss and building hope in stage 1. Furthermore, 
consideration of stage of recovery may help to avoid conflict between consumer and 
professional. For example, a person who feels that they are currently in control of their 
life may react angrily to being encouraged to attend a clinic to be given medication, 
rather than taking it independently. Conversely, a person who feels out of control may 
be overwhelmed by attempts by clinicians to encourage them to take more 
responsibility. It may also be useful for professionals to consider scores for each of the 
constituent processes. For example, if an individual rates them self comparatively low 
on hope compared with the other domains, this may be an appropriate focus for 
intervention. Likewise, an individual who scores high in the hope domain but lower 
on items related to control might work toward increasing their sense of control over 
life.
6.4.3 Benefits to teams
There are three particular ways in which the STORI could be valuable to teams. The 
first potential use of the STORI for teams is as an outcome measure. Andresen and 
colleagues (2003, 2006) have suggested that the final stage of recovery represents a 
measurable outcome. This study provided evidence for the validity of the STORI as a 
measure of recovery in the UK. Teams could track stage 5 scores over time along with 
other outcome measures. However, using the STORI as a quantitative measure of 
recovery leads to a loss of meaning and loses the relationship with descriptions of 
recovery as a process. Whilst not ideal, using stage 5 scores in the STORI as outcome 
data can be seen as a pragmatic response to continued pressure to measure outcomes 
(Holloway, 2002; CSIP, 2007)^. Whilst ‘fully recovered’ people are unlikely to be 
seen within specialist services (and it would therefore be unlikely to expect people to
 ^ Issues related to  th e  difficulties with m easuring recovery will be addressed later in th e  thesis.
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score at the ceiling of stage 5), a general trend towards an increase in stage 5 scores 
would represent good progress. More problematic for this use of the STORI, is the 
fact that services could use other measures to obtain a single outcome score, such as 
the RAS. Therefore, a second way of using the STORI is to track changes in stage 
scores over time within individuals. If the STORI were able to distinguish five stages, 
tracking stage allocation could be considered a way of collecting data on progress that 
fits better with recovery being defined as a process. However, at present, cluster 
scores could be used to measure individuals’ progress through the early, middle and 
later stages. There are two potential difficulties with this. First, going backwards in 
stages could be judged as failure, rather than an inevitable setback in the journey of 
recovery. Second, using a questionnaire to allocate an individual to one of three stages 
could be seen as wasted time if consumers and clinicians feel that they can accurately 
determine whether someone is in the early, middle or latter stages of recovery. 
Therefore it is likely that, in order to measure progress, the STORI would need to be 
able to distinguish five stages. A third possible use of STORI data is to inform 
research. For example, cluster or stage allocations could be used as part of a case-mix 
analysis (Anthony & Elphick, 1993), to identify characteristics of a team’s caseload. 
Such analysis would enable the comparison of the caseload over a given period of 
time. Fourth, teams could use the STORI as means of promoting the concept of 
recovery. Promotion is thought to be a major challenge in recovery focussed care 
(NIMHE, 2004). The stage model provides a structure to the process of recovery and, 
whilst the stages are operationalised in order that they can be measured, it nevertheless 
has roots in descriptions of consumer experiences.
6.4.4 The overall potential for use of the STORI
As described above, adopting the STORI as a measure of recovery has potential 
benefits for service users, professionals and teams. Arguments for the use of the 
STORI within UK services will be strengthened if it can be adapted to better reflect 
the five stage model on which it is based. This should continue to be the focus of 
research into the STORI in the immediate future. However, there are more general 
arguments about whether it is worthwhile to attempt to measure recovery at all. These 
will be addressed below.
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6.5 Should we be trying to measure recovery?
Measuring outcome is an important part of clinical practice (Holloway, 2002). 
Furthermore, outcome measurement can have positive effects on therapeutic 
interventions such as by increasing the expectation of change and motivate therapists 
to evaluate plans (Slade, 2002) and to improve communication in reviews (Priebe et 
al, 2007). Furthermore, it has been demonstrated that regular measurement can reduce 
inpatient stays (Slade et al, 2006) Nevertheless, there are technical and conceptual 
difficulties with measuring recovery.
6.5.1 Technical difficulties with measuring recovery
This study adds weight to the growing evidence that it is possible to develop measures 
of recovery that are based upon consumer descriptions (Ralph et al, 2000; Corrigan et 
al, 1999; 2004, Andresen et al, 2003; 2006). However, it can also be argued that 
recovery, when described as a unique and individual process, does not fit with 
quantitative measurement. Recovery measures, whilst based on individual accounts, 
are nomothetic (group based). What constitutes recovery for a given individual may 
not fit with such an approach and individuals’ ideas about what constitutes success 
will likely change over time. A quantitative approach to recovery measurement does 
not allow for this individuality. There may, therefore, be better ways to research 
recovery than through outcome measures. France & Uhlin, (2006) argue that 
analysing changes in people’s narratives are an effective means of assessing outcome. 
Roberts (2000) argues that the failure to acknowledge the importance of individual 
narrative accounts has an adverse effect upon care because it leads to the denial of the 
meaning of experiences. Narrative research methods would fit closer with the idea of 
recovery being individual and personal (e.g. Anthony, 1993). However, the integration 
of narrative approaches into outcome research is rare at present and clinical guidelines 
(e.g. NICE, 2002) are mostly driven by evidence based approaches. It is, therefore, 
worthwhile considering how both quantitative measures and narrative approaches 
could be used in practice and research.
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In practice, however, different methods of assessing recovery can co-exist. For 
example, clinicians could use recovery measures whilst working collaboratively, to set 
and review progress according to personal goals. The extent to which these personal 
goals are achieved could then inform a case study approach to assessing outcome. 
Slade and Hayward (2007) suggest that participants in intervention studies could 
select their own recovery outcome measure. Further research might also investigate 
the relationship between measures and narratives of recovery. This could be achieved 
by administering measures and interviewing consumers, tracking the changes in both. 
A similar method has been used by Lysaker, Lancaster and Lysaker (2003), who have 
also developed a means of analysing change in narrative, the Scale to Assess 
Narrartive Development (STAND: Lysaker et al, 2003). At present, such research into 
the narratives of people recovering from psychosis has been small-scale. Larger scale 
research into narrative changes in people in the process of recovery, alongside 
measures such as the STORI, is an area for further investigation. The technical 
difficulties associated with measuring recovery link to arguments about the 
appropriateness and potential consequences of trying to measure recovery.
6.5.2 Is measuring recovery appropriate?
The development of recovery outcome measures takes place in an era of evidence- 
based medicine (e.g. Holloway, 2002). Measures such as the STORI are an important 
step towards enabling the incorporation of recovery into long-term follow up studies 
and evaluation of services and interventions. The importance of this is highlighted by 
Schrank and Slade (2007): “In order to guarantee that the recovery concept will 
outlive its current fashion and acquire lasting importance for service delivery, a firm 
evidence base needs to be created on the distinct components of recovery orientation 
within mental health services, their acceptability, applicability and effects” (p324). 
Likewise, Shepherd and colleagues’ (2008) acknowledge that some degree of 
“operationalisation” (p8) is necessary to implement reforms in services. Lastly, CSIP 
(2007) conclude that “brief, reliable and valid” (p i7) instruments are necessary in 
order to measure outcome at the individual and service level. It could therefore be 
argued that adopting and using measures of recovery represents a commitment by 
services to recovery concepts as well as more traditional measures of outcome.
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There are potentially unwelcome consequences of adopting recovery measures. This is 
demonstrated by three key points. First, adopting recovery measures could represent a 
tokenistic measure and not be associated with any real change. Second, contrary to the 
ethos of recovery, it could be argued that using an outcome measure developed on the 
basis of a particular model of recovery gives an implicit message to service users that 
there is a right way to recover. Third, using an outcome measure implies that a 
positive outcome will be the same for every individual. Bonney and Stickley (2008) 
argue that the national focus on outcomes is stifling of individuality, creativity and 
flexibility that are thought to be central to recovery. However, there are consequences 
to giving up on trying to measure recovery as defined by users. A failure to develop 
valid measures of recovery based on consumer accounts could lead to the 
strengthening of outcome measures that are based upon biomedical illness models 
(e.g. Liberman & Kopelowicz, 2002) and may prevent change from occurring in 
services. Without measures of recovery, the consumer voice is potentially weakened, a 
point made by Ramon and colleagues (2007): “Whilst personal narratives have been 
one of the great strengths of the body of evidence, they can sometimes be minimised 
in importance, even marginalised, within the wider research community where 
positivistic approaches assume higher status” (pi 13). Positivistic approaches are based 
on the notion of directly observable or measurable phenomena taking precedence in 
research. If this is indeed the case, then it is a valid goal to try and develop ways of 
measuring recovery, whilst at the same time asserting the value and importance of 
personal narratives.
The pressure to measure outcomes in services is undeniable (Holloway, 2002). 
Therefore, there is a need, as argued by a number of authors (Slade & Hayward, 2007; 
CSIP, 2007) to develop measures of recovery that are in keeping with the descriptions 
of consumers. One way to ensure that this is the case is to work in partnership with 
service users to develop measures. Existing measures may be based upon consumer 
descriptions of recovery, or have been reviewed by consumers, but this may not be 
enough. Ramon and colleagues (2007) argue that a challenge for researchers is to 
identify methods of researching recovery that service users feel that they have 
ownership of. Service users and professionals have collaborated in producing
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evidence in other areas of psychiatry (Rose et al, 2006) and the further development of 
recovery measures is another area where such collaboration is necessary. Measures of 
recovery could contribute to research in a number of different ways. These will be 
addressed below.
6.6 The future of recovery research
The initial chapters of this thesis considered the different conceptualisations of 
recovery, along with the policy pressures regarding the implementation of recovery 
concepts within mental health services in the UK. What follows is a consideration of 
the future of recovery, with particular reference to the tensions surrounding the 
outcome versus process discussions.
It is clear that recovery principles influenced by the conceptualisation of recovery as a 
process are referred to in government health policies (Department of Health, 2001; 
NIMHE, 2004) and those of different disciplines (Royal College of Psychiatrists, 
2004; Department of Health, 2006). Recovery principles have been integrated into 
mental health trusts around the UK, albeit in different forms (CSIP, 2007; Shepherd et 
al, 2008). However, definitions of recovery as an outcome based upon biomedical 
definitions of illness and cure will also persist. The idea of a positive outcome being 
one in which there is an absence of psychiatric symptoms has held sway for a long 
time and receives the powerful support of the pharmaceutical industry (Bonney & 
Stickley, 2008). Without continued research the focus upon the process of recovery 
may be subsumed by the traditional biomedical models. Recovery may only be a 
priority for services if it is associated with targets, and these targets will need to be 
determined through research.
A number of potential areas of recovery research are presented below:
1. Focus on the factors that help the recovery process: Shepherd et al (2007) 
point out that not everyone engages with recovery. Research may therefore focus upon 
factors involved in engagement. A focus upon individuals is in contrast with treatment 
guidelines (e.g. National Institute for Clinical Excellence, 2002) which are based on 
large scale trials of interventions, a point made by Roberts and Wolfson (2004):
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“For psychiatrists, meta-analyses of randomised controlled trials, although important, 
provide little guidance on what might make a difference to an individual patient 
entering the service. There remains a need to develop research methods that integrate 
the relevance of subjective accounts with the rigour of reproducible objective 
measures” (Roberts & Wolfson, 2004, p 41).
Research into engagement with recovery principles could be user-led and is an area 
where narrative enquiry would be useful. Individuals who have been unable to 
progress could be interviewed by consumer researchers at intervals over an extended 
period to enable a comparison of factors that facilitate and hinder engagement. It may 
be less threatening to tell a consumer researcher about unhelpful aspects of services 
than a professional. Similar user-led research has been described by Pitt (2007).
2. Identify the relationship between individuals’ perceptions of where they are in 
their own recovery, measures of recovery, and other standard routine outcome 
measures. This could be researched as part of regular reviews. For example, 
consumers could set their own recovery goals at the same time as completing 
measures of recovery and other measures such as quality of life and unmet need. 
Quality of life has been identified as the most important outcome measure in routine 
assessment, and level of unmet need as the best predictor of quality of life (Slade, 
2002). Both the recovery goals and the recovery measures could be regularly reviewed 
to determine the effects that such achievements have upon routine measures.
3. Investigate the relationships between recovery as process and outcome. 
Insights from those who conceptualise recovery as a process have led to a 
reconsideration of the ways in which mental health services are provided, much of 
which centres around the relationships between consumers and professionals. One 
important change is the redefinition of the professional role from that of expert to a 
coaching role that reflects a move towards a relationship based on equality and mutual 
expertise (e.g. Roberts & Wolfson, 2004, CSIP, 2007). There is a difference in the 
extent to which services adopt recovery principles (Ramon et al, 2007). Therefore, it 
would be useful to look at the effect changing working practices has on recovery 
measures and clinical outcomes. This would involve some kind of measure of fidelity 
to recovery ideas within services (Slade & Hayward, 2007). One such measure, the
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Developing Recovery Enhancing Environments Measure (DREEM) has already been 
used to investigate the implementation of factors involved in recovery within services 
(Dinnis et al, 2007). Alternatively, professionals and consumers within a service could 
be surveyed to identify the extent to which the service adheres to recovery-oriented 
practice, along the lines of those developed by Tondora & Davidson (2006). This 
survey could then be repeated after a given period in order to ascertain whether the 
service has become more recovery-orientated and whether this has made led to any 
change in recovery measures such as the STORI.
4. Investigate the application of recovery ideas in different environments. Munetz 
& Frese (2001) argue, for example, that traditional paternalistic services have a role to 
play where people are very distressed and that pressure to include recovery ideas 
comes from people who are ‘recovered enough’ to be able to contemplate being 
autonomous. They argue, therefore, that a paternalist approach may be appropriate at 
the outset of treatment (i.e. in users’ best interest) but that clinicians should seek to 
increase users control as soon as possible (Frese et al, 2001). However, there is no 
clear guidance for when an individual is ‘recovered enough’ to take more 
responsibility. Furthermore, compulsory treatment is contrary to recovery principles 
because it removes control from the individual and empowers professionals. A more 
feasible approach is to use measures like the DREEM to investigate the extent to 
which services that are involved with compulsory treatment are recovery oriented. 
Using a similar method to that which was discussed earlier, the adherence by such 
services to recovery principles could be monitored alongside pertinent measures such 
as length of admission to hospital or length of time service users are treated 
compulsorily.
6.7 Conclusion
Recovery is conceptualised as a clinically defined outcome and as a process. The 
conceptualisation of recovery as a process is more in keeping with consumer 
definitions but harder to measure. Despite this, measures of recovery have been 
developed using qualitative analysis of consumer descriptions of the process (Corrigan 
et al, 1999; 2004; Young & Bullock, 2003; Andresen et al, 2006). This study showed
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that it is possible to measure recovery in a UK sample, using the STORI (Andresen et 
al 2006). The results of this study provide further support for the consistency between 
consumer ratings on the STORI and the RAS that were found in the Australian 
validation study (Andresen et al, 2006). Whilst the STORI has been shown to lack 
construct validity as a measure of the five stage model of recovery, participants’ 
ratings on the STORI and the consequent allocation to stages can be taken as evidence 
that people in UK services lie along a spectrum of recovery. A study of the validity of 
a measure of recovery at an individual level compliments the development of 
measures of the implementation of recovery principles in service provision using 
DREEM (Dinnis et al, 2007). The STORI has benefits at the service user, professional 
and team level. However, further research is necessary to investigate the relationship 
between narratives and quantitative measures of recovery. Furthermore, the 
implications of adopting measures of recovery need further consideration. 
Nevertheless, used in constructive and imaginative ways, measures of recovery can 
support the implementation of recovery principles within modem mental health care.
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Appendix 1: Item themes table demonstrating process components across stages 
(from Andresen et al, 2006, p 975)
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Process Stage 1 
Moratorium
Stage 2 
Awareness
Stage 3 
Preparation
Stage 4 
Rebuilding
Stage 5 
Growth
Hope
Group 1 1. No hope of 
recovery
2. Hope for 
improvement
3. Belief in 
self
4. Suffering 
will be 
rewarded
5. Wellbeing
Group 2 6. Future 
hopeless
7. Source of 
hope
8. Utilize 
inspiration
9. Sense of
personal
agency
10. Optimism 
about the 
future
Identity
Group 3 11. Negative 
identity
12. Illness as 
separate from 
self
13. Recognise 
retained core 
self
14.
Incorporate
illness
15. Positive 
sense of self
Group 4 16. Loss of 
identity
17. Aware of 
potential self
18. Emerging 
new identity
19. Self­
redefinition
20. Different, 
but improved 
self
Group 5 21. Loss of 
future identity
22. Accept 
illness in life
23. Taking 
stock of self
24. Forging a 
new identity
25. Self- 
actualisation
Meaning
Group 6 26. Meaning 
of the illness
27. Making 
sense of the 
illness
28. Re­
discovering 
personal value
29. Illness as a 
source of 
growth
30. Meaning 
in the illness
Group 7 31. Loss of 
meaning in 
life
32. Sense of 
direction
33. Setting 
goals for the 
future
34.
Engagement 
in life
35. Meaning 
in life
Responsibility
Group 8 36.
Helplessness
37. Could do 
better
38. Building 
confidence
39.
Willingness to 
risk
40. Resilience
Group 9 41.
Dependence
42. Desire to 
look after self
43. Learning
coping
strategies
44.
Management 
of illness
45. Control 
over illness
Group 10 46.
Overwhelmed
47. Need to 
learn to cope
48. Using 
resources
49.
Responsibility 
for life
50. In control 
of life
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UNIVERSITY OF
SURREY
PsychD Clinical Psychology 
Psychology Department 
University o f Surrey 
Guildford 
Surrey 
GU2 7XH
Tel 01483 689 553 
Email: G.Weeks@surrev.ac.uk
PARTICIPANT INFORMATION SHEET
JUNE 2007
Testing the Stages o f Recovery Instrument (STORI)
We would like to invite you to take part in a research study. It is being carried out by 
Gavin Weeks who is a trainee clinical psychologist. Gavin is supervised by Mike 
Slade, who is a clinical psychologist in this trust, and Mark Hayward, who is a clinical 
psychologist and tutor at the University of Surrey.
What is the purpose o f the study?
The purpose of this study is to learn more about a questionnaire used to measure 
recovery called the Stage of Recovery Instrument, or STORI for short. The STORI 
was developed in Australia and we would like to find out whether it would be useful in 
this country.
Why have I been Invited?
We are inviting people who come to Westways whose care coordinators think would 
be happy to take part in a research study.
Do I have to take part?
This study is completely voluntary. That means that you do not have to take part in 
the study. Your decision will not affect the standard of care you receive. Even if you 
do decide to take part, you can skip any questions that you do not wish to answer. If 
you start answering questions, you can stop any time. You do not have to finish. If 
you do decide to stop, please let us know if we can keep the answers you have 
given. You can ask us to tear the questionnaires up if you want us to.
What do I need to do?
Before you decide to help, you need to understand why the study is being done and 
what it would involve for you. Please take time to read the following information 
carefully. You are free to talk to friends, family or staff about your participation. If you 
would like more time to think about taking part, we will be able to arrange another 
appointment with you. If you agree to take part, you will be asked to fill out some 
questionnaires. If possible, we would like you to return to Westways and fill in one of 
the questionnaires for a second time.
Please ask if there is anything that is not clear to you or you would like more 
information.
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The Study
This STORI questionnaire looks at recovery from mental illness.
The questionnaire asks lots of questions but it is not a test. There are no right or 
wrong answers. The questionnaire asks you to look at your own personal experience 
of recovery.
We want to find out more about whether the STORI could be used in the UK. To do 
this, we would like you to fill it in, but also to give us your opinions on it. We would 
also like you to fill in another questionnaire about recovery.
Will my taking part in the study be kept confidential?
Any answers you may give to the questions in these questions will stay secret. Gavin 
Weeks will give your answer sheet a number, instead. It is important that you do not 
write your name in the sheet. Once the sheets are gathered, we will keep them safe 
in a locked office.
What will happen to me if I take part?
If you do decide to take part, we will ask you to sign a consent form to show you have 
agreed to take part. Even after that you will still be free to withdraw at any time, 
without giving a reason.
There will be four questionnaires to fill in which should take about an hour. These 
questionnaires are:
1. The STORI
2. The Recovery Assessment Scale (RAS) -  this is another measure of recovery 
that is being used to see if the STORI is measuring the right things.
3. The STORI feedback questionnaire -  this asks for your opinions about using 
the STORI.
4. The STORI again. Before doing this, you will be given another task to do for 4 
minutes. The reason for doing this is because we don’t want you to remember 
the answers you gave the first time.
What are the possible benefits of taking part?
We hope to find out if the STORI can be used in the UK. If it was found to be useful, 
the STORI could be used to help plan care and to find out how well services are 
doing. Taking part might also help you to think about your own recovery.
We hope, also, to publish the results of this study. Results of studies like this are 
usually published in nursing or medical journals, not in the newspapers. You will not 
be identified in any report or publication.
What are the possible disadvantages and risks of taking part?
It is possible that taking part in the study could upset some people. You will be given 
opportunities to talk over any upset with Gavin Weeks or staff you normally work with. 
If you feel that it would not be helpful to do that, we will find someone else for you to 
talk things over with.
What if there is a problem?
If you have a problem or if you want to make a complaint, talk first to the researchers 
or to your care coordinator in the team. If you wish to make a complaint about the 
research you can do so by following the NHS trust complaints procedure.
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Who has reviewed the study?
All research in the NHS is looked at by independent group of people, called a 
Research Ethics Committee to protect your safety, rights, wellbeing and dignity.
Who should I talk to about taking part?
Take your time deciding whether or not you wish to take part.
Talk about the study and our invitation to you to join it to your key worker, your friends 
and family, and to any other people you feel might help you decide.
Who can I contact for further information?
Please contact Gavin Weeks if you need any further information. He is carrying out 
the research. He may be contacted at the address or telephone number at the top of 
this information sheet.
Thank you for reading the information leaflet and thank you, also, if you decide to 
take part.
Gavin Weeks
Trainee Clinical Psychologist 
Supervised by:
Dr Mike Slade Dr Mark Hayward
Clinical Psychologist Clinical Psychologist and
Tutor
South London and Maudsley NHS Trust University of Surrey
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Participant Code Number for this Study:. 
CONSENT FORM Please initial box
I have read and understood the Information Sheet provided. I 
have been given a full explanation by the investigators of the 
nature, purpose, location and likely duration of the study, and 
of what I will be expected to do. I have been advised about 
any discomfort and possible ill-effects on my health and well­
being which may result. I have been given the opportunity to 
ask questions on all aspects of the study and have understood 
the advice and information given as a result.
I understand that all personal data relating to mv participation 
is held and processed in the strictest confidence, and in 
accordance with the Data Protection Act (1998). I agree that I 
will not seek to restrict the use of the results of the study on the 
understanding that my anonymity is preserved.
I understand that mv medical records will be accessed to 
provide information for the studv.
I understand that I am free to withdraw from the study at any 
time without needing to justify my decision and without 
prejudice.
I understand that in the event of my suffering a significant and 
enduring injury (including illness or disease) as a direct result 
of my participation in the study, compensation will be paid to 
me by the University of Surrey, subject to certain provisos and 
limitations. The amount of compensation will be appropriate to 
the nature, severity and persistence of the injury and will, in 
general terms, be consistent with the amount of damages 
commonly awarded for similar injury by an English court in 
cases where the liability has been admitted
I confirm that I have read and understood the above and freely 
consent to participating in this study. I have been given 
adequate time to consider my participation and agree to 
comply with the instructions and restrictions of the study.
Name of Participant Date Signature
Researcher Date Signature
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Cross-cultural validation of the STORI
Service user’s  name: 
Service:
Form completed by:
When to fill in the form
Please complete this form as soon as possible after the admission of the service user to this 
service.
_________________________________________________  11 Housing status
□ 11ndependent permanent accommodation
□ 2 Independent temporary accommodation
□ 3 24-hour supported accommodation
□ 4 Accommodation with staff support at least 5 days a week
□ 5 Other supported accommodation/tenancy
□ 6 Prison
□ 7 Street homeless/direct access hostel
□ 8 Other:
01 Date of admission to service
ddmmyy
02 Team name
03 MHA status
□ 1 Voluntary
□ 2 Detained under a section of the Mental Health Act
□ 3 On a section of the Mental Health Act, but currently on 
leave
04 Date of Birthddmmyy
05 Sex □ 1 Male □ 2 Female
06 Marital status
□ 1 Unmarried
□ 2 Married
□ 3 Cohabiting
□ 4 Widow/widower (not currently cohabiting)
D 5 Separated/divorced (not currently cohabiting)
□ -1 Unknovm
07 Living arrangements
□ 1 Uves alone
□ 2 Lives with other adult(s)
□ 3 Lives with other adult(s) and dependent children 
D 4 Lives vflth dependent children (no other adults)
08 Patient's ethnic background
White
□ 1 White British
□ 2 White Irish 
D 3 White Other 
Black/Black British
□ 4 Caribbean
□ 5 African 
D 6 Black Other 
Asian/Asian British
□ 7 Indian
□ 8 Pakistani
□ 9 Bangladeshi
□ 10 Asian Other 
Mixed
□ 11 White/Black Caribbean
□ 12 White/Black African
□ 13 White/Asian
□ 14 Other mixed 
Chinese or other
□ 15 Chinese
O 16 Other ethnic group
09 Was patient bom in the U.K.?
□ ONo
□ lYes
□ -1 Don’t know
10 immigration Status
□ 1 Permanent UK resident
□ 2 Time-limited leave to remain in UK
□ 3 Asylum Seeker (daim or appeal pending)
□ 4 No legal claim for residence
□ -1 Not known
12 Employment Status
□ 1 Employed (open market employment)
□ 2 Employed (sheltered or voluntary employment)
□ 3 Not employed (job seeking or sick)
□ 4 Not employed - other(e.g. student, carer, retired)
□ -1 Not known
13 Educational Attainment
□ 1 Difficulties with basic literacy
□ 2 Basic literacy skills but no school-leaving qualifications
□ 3 Passed some school-leaving level exams or subsequent 
equivalent (e.g. NVQs) but no degree level or professional 
qualification
□ 4 Degree or equivalent professional qualification
14 Years since first contact with mental heaitii services:
□ 1 This is the first contact
□ 2 Less than 2 years
□ 32-5 years
□ 4 More than 5 years
15 Date of first contact with montai health services:
16 Diagnosis:
17: Number of previous admissions to psychiatric hospital 
(in patient’s lifetime):
□ 0 □ 5-10
□ 1 □ More than 10
D 2-5 □ Not known
dates and lengttis of admissions
18: Number of previous admissions to residential 
alternatives to psychiatric hospital, e.g. a crisis house (in 
patient’s lifetime):
□ 0 □ 5-10
□ 1 □ More than 10
O 2-5 □ Not known
dates and lengths of admissions
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Appendix 5: STORI
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.The
STORI”
The following questionnaire asks about how you feel about your life and yourself 
since the illness. Some of the questions are about times when you don’t feel so good. 
Others ask about times when you feel pretty good about life.
The questions are in groups of five.
Read all five questions in a group, and then answer those five questions.
Circle the number from 0 to 5 to show how much each statement is true of you now. 
Then move on to the next group.
When you choose your answer, think about how you feel now, not how you have felt 
some time in the past. For example:
Q.38 says “1 am beginning to learn about mental illness and how I can help myself.” 
Q.39 says “1 now feel fairly confident about managing the illness.”
If you are now fairly confident about managing the illness, you would give a higher 
score to Q.39 than you would to Q.38, which says you are just beginning to learn.
The questions are about how you feel about your life on the whole these days.
Try not to let things that might be affecting your mood just at the moment 
affect your answers.
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STORI
Read all 5 questions in Group 1, then answer those five questions.
Circle the number from 0 to 5 that shows how much each statement is true of you 
now.
Then move on to Group 2, and so on.
When you choose your answer, think about how you feel now, not how you have felt 
in the past.
G roup  1
Not at all 
true now
Completely 
true now
1 I don’t think people with a mental illness can get better. 0 1 2 3 4 5
2 I’ve only recently found out that people with a mental illness can get better. 0 1 2 3 4 5
3 1 am starting to learn how I can help myself get better. 0 1 2 3 4 5
4 I am working hard at staying well, and it will be worth it in the long run. 0 1 2 3 4 5
5 I have a sense of “inner peace” about life with the illness now. 0 1 2 3 4 5
Group 2 Not at all true now
Completely 
true now
6 I feel my life has been ruined by this illness. 0 1 2 3 4 5
7 I’m just starting to realise my life doesn’t have to be awful forever. 0 1 2 3 4 5
8 I have recently started to learn firom people who are living well in spite of serious illness. 0 1 2 3 4 5
9 I’m starting to feel fairly confident about getting my life back on track. 0 1 2 3 4 5
10 My life is really good now, and the fiiture looks bright. 0 1 2 3 4 5
Group 3 Not at all true now
Completely 
true now
11 I feel like I’m nothing but a sick person now. 0 1 2 3 4 5
12 Because others believe in me. I’ve just started to think maybe I can get better. 0 1 2 3 4 5
13 I am just beginning to realise that illness doesn’t change who 1 am as a person. 0 1 2 3 4 5
14 I am now beginning to accept the illness as part of the whole person that is me. 0 1 2 3 4 5
15 1 am happy with who I am as a person. 0 1 2 3 4 5
Version 2:07/08/07 -  I S  .
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Group 4 Not at all Completely true now true now
16 I feel as though I don’t know who I am any more. 0 1 2 3 4 5
17 I have recently begun to recognise a part of me that is not affected by the illness. 0 1 2 3 4 5
18 I am just starting to realise that 1 can still be a valuable person. 0 1 2 3 4 5
19 1 am learning new things about myself as 1 work towards recovery. 0 1 2 3 4 5
20 1 think that working to overcome the illness has made me a better person. 0 1 2 3 4 5
Group 5 Not at all Completely true now true now
21 I’ll never be the person 1 thought I would be. 0 1 2 3 4 5
22 I’ve just begun to accept the illness as part of my life I’ll have to learn to live with. 0 1 2 3 4 5
23 1 am starting to figure out what 1 am good at and what my weaknesses are. 0 1 2 3 4 5
24 I’m starting to feel that 1 am making a valuable contribution to life. 0 1 2 3 4 5
25 1 am accomplishing worthwhile and satisfying things in my life. 0 1 2 3 4 5
Group 6 Not at all Completely true now true now
26 1 am angry that this had to happen to me. 0 1 2 3 4 5
27 I’m just starting to wonder if some good could come out of this. 0 1 2 3 4 5
28 1 am starting to think about what my special qualities are. 0 1 2 3 4 5
29 In having to deal with illness, 1 am learning a lot about life. 0 1 2 3 4 5
30 In overcoming the illness 1 have gained new values in life. 0 1 2 3 4 5
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Group 7 Not at all Completely true now true now
31 My life seems completely pointless now. 0 1 2 3 4 5
32 I am just starting to think maybe I can do something with my life. 0 1 2 3 4 5
33 I am trying to think of ways I might be able to contribute in life. 0 1 2 3 4 5
34 These days I am working on some things in life that are personally important to me. 0 1 2 3 4 5
35 I am working on important projects that give me a sense of purpose in life. 0 1 2 3 4 5
Group 8 Not at all Completely true now true now
36 1 can’t do anything about my situation. 0 1 2 3 4 5
37 I’m starting to think 1 could do something to help myself. 0 1 2 3 4 5
38 1 am starting to feel more confident about learning to live with the illness. 0 1 2 3 4 5
39 Sometimes there are setbacks, but I come back and keep trying. 0 1 2 3 4 5
40 1 look forward to facing new challenges in life. 0 1 2 3 4 5
Group 9 Not at all Completely true now true now
41 Others know better than 1 do what’s good for me. 0 1 2 3 4 5
42 1 want to start learning how to look after myself properly. 0 1 2 3 4 5
43 1 am beginning to learn about mental illness and how 1 can help myself. 0 1 2 3 4 5
44 1 now feel quite confident about managing the illness. 0 1 2 3 4 5
45 1 can manage the illness well now. 0 1 2 3 4 5
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Group 10 Not at all Completely true now true now
46 I don’t seem to have any control over my life now. 0 1 2 3 4 5
47 I want to start learning how to cope with the illness. 0 1 2 3 4 5
48 1 am jiist starting to work towards getting my life back on track. 0 1 2 3 4 5
49 1 am beginning to feel responsible for my own life. 0 1 2 3 4 5
50 1 am in control of my own life. 0 1 2 3 4 5
Thank you for completing the “STORI”
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Appendix 6: STORI-F (Weeks, Slade & Hayward, 2007)
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STORI Feedback Questionnaire
Strongly
disagree
Disagree Not sure Agree Strongly
agree
1. The questions in the STORI 
were easy to understand.
2. Completing the STORI helped 
me to think about my recovery.
3. The questions in the STORI 
are important for thinking about 
recovery.
4. It took too long to fill in the 
STORI.
5. There were questions in the 
STORI that I did not want to 
answer.
6 .1 would be prepared to fill in 
the STORI at different times 
during my treatment.
7. The STORI could be used to 
help staff think about the help 
they provide.
7. What were the good things about filling in the STORI?
8. What were the had things about filling in the STORI?
9. Were there any questions that did not make sense? (If applicable, please list)
Version 2; 07/08/07
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Appendix 7: Recovery Assessment Scale (Giffort et al, 1995)
217
RECOVERY ASSESSMENT SCALE
Instructions: Below  is a list o f  statements that describes how people sometimes feel 
about themselves and their lives. Please read each one carefully and circle the number 
to the right that best describes the extent to which you agree or disagree with the 
statement. Circle only one number for each statement and do not skip any items.
Strongly
disagree
Disagree Not sure Agree Strongly
agree
1 .1 have a desire to succeed. 1 2 . 3 4 5
2 . 1 have m y own plan for how  
to stay or become well.
1
I
2 3 4 5
3 . 1 have goals in life that I want 
to reach.
1 2 3 4 5
4 . 1 believe I can meet my 
current personal goals.
1 2 3 4 5
5 . 1 have a purpose in life. 1 2 3 4 5
6. Even when I don’t care about 
myself, other people do.
1 2 3 4 5
7 . 1 understand how to control 
the symptoms o f  m y mental 
illness.
1 2 3 4 5
8 . 1 can handle it i f  I get sick 
again.
1 2 3 4 5
9 . 1 can identify what triggers 
the symptoms o f  my mental 
ülness.
1 2 3 4 5
10.1 can help m yself become 
better.
1 2 3 4 5
11. Fear doesn’t stop me living 
the way I want to.
1 2 3 4 5
1 2 .1 know there are mental 
health services that do help me.
1 2 3 4 5
13. There are things that I can do 
that help me deal with unwanted 
symptoms.
1 2 3 4 5
V ersion 2 :0 7 /0 8 /0 7 _  11 _
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Strongly
disagree
Disagree Not sure Agree Strongly
agree
14.1 can handle what happens in 
my life.
1 2 3 4 5
15.1 like myself. 1 2 3 4 5
16. If people really knew me, 
they would like me.
1 2 3 4 5
17.1 am a better person than 
before my experience with 
mental illness.
2 3 4 5
18. Although my symptoms may 
get worse, I know I can handle 
it.
1 2 3 4 5
19. If I keep trying, I will 
continue to get better.
1 2 3 4 5
20.1 have an idea of who I want 
to become.
1 2 3 4 5
21. Things happen for a reason. 1 2 3 4 5
22. Something good will 
eventually happen.
1 2 3 4 5
23.1 am the person most 
responsible for my 
improvement.
1 2 3 4 5
24. I’m hopeful about the future. 1 2 3 4 5
25.1 continue to have new 
interests.
1 2 3 4 5
26. It is important to have fun. 2 3 4 5
27. Coping with my mental 
illness is no longer the main 
focus of my life.
1 2 3 4 5
28. My symptoms interfere less 
and less with my life.
1 2 3 4 5
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Strongly
disagree
Disagree Not sure Agree Strongly
agree
29. My symptoms seem to be a 
problem for shorter periods of 
time each time they occur.
1 2 3 4 5
30.1 know when to ask for help. 1 2 3 4 5
31.lam  willing to ask for help. 1 2 3 4 5
32.1 ask for help when I need it. 2 3 4 5
33. Being able to work is 
important to me.
2 3 4 5
34.1 know what helps me get 
better.
2 3 4 5
35.1 can learn from my 
mistakes.
1 2 3 4 5
36.1 can handle stress. 1 2 3 4 5
37.1 have people I can count on. 1 2 3 4 5
38.1 can identify the early 
warning signs of becoming sick.
1 2 3 4 5
39. Even when I don’t believe in 
myself, other people do.
1 2 3 4 5
40. It is important to have a 
variety of friends.
1 2 3 4 5
41. It is important to have 
healthy habits.
1 2 3 4 5
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Appendix 8: Ethics Committee and Research & Development approval
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Bromley Local Research Ethics Committee
Health Intelligence Unit 
1st Floor, Templegate House 
115-123 High Street 
Orpington 
Kent
BR6 OLG
Telephone: 01689 865985 
Facsimile: 01689 884074 
28 August 2007
Mr Gavin T Weeks 
Trainee Clinical Psychologist 
Department of Psychology 
University of Surrey 
GU2 7XH
Dear Mr Weeks
Full title of study: An investigation into the psychometric properties of
the Stage of Recovery Inventory (STORI)
REG reference number: 07/H0805/26
Thank you for your letter of 13 August 2007, responding to the Committee’s request 
for further information on the above research and submitting revised documentation.
The further information was considered at a meeting of a Sub-Committee of the REC.
Confirmation of ethical opinion
On behalf of the Committee, I am pleased to confirm a favourable ethical opinion for 
the above research on the basis described in the application form, protocol and 
supporting documentation (as revised).
Ethical review of research sites
The Committee has designated this study as exempt from site-specific assessment 
(SSA). There is no requirement for other Local Research Ethics Committees to be 
informed or for site-specific assessment to be carried out at each site.
Conditions of approval
The favourable opinion is given provided that you comply with the conditions set out 
in the attached document. You are advised to study the conditions carefully.
Approved documents
The final list of documents reviewed and approved by the Committee is as follows:
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Document Version Date
Application 28 June 2007
Investigator CV 28 June 2007
Protocol 28 June 2007
Covering Letter 28 June 2007
Letter from Sponsor 13 June 2007
Peer Review 28 June 2007
Compensation Arrangements 03 August 2007
Questionnaire: STORI Feedback 1 28 June 2007
Questionnaire: RAS 1 28 June 2007
Questionnaire: The 'STORI' 1 28 June 2007
Participant Information Sheet 1 28 June 2007
Participant Information Sheet 2 07 August 2007
Participant Consent Form 2 07 August 2007
Participant Consent Form 1 28 June 2007
Response to Request for Further Information 13 August 2007
Response Booklet for Distractor Task 28 June 2007
Clinical Supervisor's CV 28 June 2007
Academic Supervisor's CV 28 June 2007
R&D approval
All researchers and research collaborators who will be participating in the research at 
NHS sites should apply for R&D approval from the relevant care organisation, if they 
have not yet done so. R&D approval is required, whether or not the study is exempt 
from SSA. You should advise researchers and local collaborators accordingly.
Guidance on applying for R&D approval is available from 
http://www.rdforum.nhs.uk/rdform.htm.
Statement of compliance
The Committee is constituted in accordance with the Governance Arrangements for 
Research Ethics Committees (July 2001) and complies fully with the Standard 
Operating Procedures for Research Ethics Committees in the UK.
Feedback on the application process
Now that you have completed the application process you are invited to give your 
view of the service you received from the National Research Ethics Service. If you 
wish to make your views known please use the feedback form available on the NRES 
website at:
https://www.nresform.org.uk/AppForm/Modules/Feedback/EthicalReview.aspx
We value your views and comments and will use them to inform the operational 
process and further improve our service.
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07/H0805/26 Please quote this number on all
correspondence
With the Committee’s best wishes for the success of this project 
Yours sincerely
Carol Jones 
REC Chair
Email; janine.peters@bromleyhospitals.nhs.uk 
Enclosures: Standard approval conditions
Copy to: Dr Mark Hayward, Dept of Psychology, University of Surrey
R&D Office, SLAM/IOP
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Dr Mark Cropley
Chair: Faculty of Arts and Human Sciences Ethics 
Committee 
University of Surrey
Gavin Weeks
Department of Psychology -  PsychD Clinical 
University of Surrey
14th September 2007
Dear Gavin
Reference: 149-PSY-07
Title of Project: Investigation into the Psychometric Properties of the 
STORI
Thank you for your submission of the above proposal.
The Faculty of Arts and Human Sciences Committee has given favourable 
ethical opinion.
If there are any significant changes to this proposal you may need to consider 
requesting scrutiny by the Faculty Ethics Committee.
Yours sincerely
Dr Mark Cropley
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Updated 10/04/07 R&DO -  RDAF-002
South London & Maudsley NHS Foundation Trust 
SSI Cover Sheet
R&D 2007/0% ?
This cover sh ee t is required for projects w here SLaM resources, staff or patients are  being used and 
subm itted with your SSI form. G uidance no tes on the  completion of this form can  be found on the  R&D 
w ebsite http://www.iop.kcl.ac.uk/ioDweb/deDartments/home/?locator=26
Please complete this form once funding has been agreed and before your research begins
1. SLaM investigator: (as it appea rs  on other docum entation eg NRES (COREC) ethics form)
Full Name: Gavin Thomas Weeks
2. Project title: (as it appears  on other docum entation eg NRES (COREC) ethics form)
An investigation into the psychometric properties o f the Stage of Recovery Inventory (STORI)
3. Project type
Type of Project
Tick ali 
that 
apply
Further instructions
a) Own account
(no formal funding received)
P eer review required s e e  section 6
b) Externally funded
(Non-commercial funding body -  e.g. Charity)
c) Externally funded 
(Commercial Company)
P lease  contact the  R&D Office to discuss 
potential NHS C osts & peer review
d) Student project s Students N am e (if not PI above)
e) Clinical trial
(Medicinal or Non-Medicinal)
P lease  contact the  R&D Office for advice at 
an early stage
4. SLaM Service Directorate invoivement & approval
P lease  tick all SLaM Directorates likely to be  involved in the  research  project. P lease  send  a brief e-mail 
to each  service directorate m anager including a short outline of your study. Please attach each service
SLaM Directorate Tick those that apply
Service Directorate 
Manager
Service Directorate contact 
detaiis
Lambeth Borough Patrick Gillespie Datrick.aillesDie@slam.nhs.uk
Lewisham Borough Philip G atter DhiliD.qatter@slam.nhs.uk
Southwark Borough Paul Calam inus Daul.calam inus@ slam .nhs.uk
Croydon Borough V Steve Davidson steve.davidson@ slam .nhs.uk
Older Adults David Norman david.norm an@ slam .nhs.uk
Child & A dolescent Judith Bowden iudith.bowden@ slam .nhs.uk
Specialist - Addictions John Strang i.strana@ioD.kcl.ac.uk
Specialist - Learning 
disabilities & National
Declan Murphy d. murDhv@ioD. kcl.ac.uk
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Appendix 9 Test-retest reliability data after a delay o f 2-4 weeks
227
Table 1 -  Long-term test-retest reliability subscale and stage allocations for each
Participant
number
Stage 1 Stage 2 Stage 3 Stage 4 Stage 5 Stage
Allocation
1 30 33 34 34 22 4
31 32 30 30 26 2
5 16 41 41 48 48 5
26 35 36 39 40 5
7 37 41 36 37 29 4
41 41 26 23 15 2
12 6 44 48 50 50 5
3 46 44 46 49 5
15 23 24 23 29 17 4
22 24 24 22 24 5
18 18 23 20 32 26 4
20 19 23 34 23 4
20 27 23 16 20 15 1
22 25 14 11 11 2
27 31 30 34 32 30 3
27 32 35 33 31 3
33 7 33 41 37 43 5
16 31 37 45 40 4
34 42 34 34 29 27 1
28 30 24 23 15 2
Table 2 -  Mean scores for each of the five stages for longer-term test-retest reliability
Administration
number
Mean Scores (n=10)
Stage 1 Stage 2 Stage 3 Stage 4 Stage 5
1 23.7 32.6 32.7 34.8 30.7
2 23.6 31.5 29.3 30.6 27.4
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RESEARCH LOGBOOK
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Research Log Checklist
1 Formulating and testing hypotheses and research questions
2 Carrying out a structured literature search using information technology and 
literature search tools
f-T"
3 Critically reviewing relevant literature and evaluating research methods
4 Formulating specific research questions 1/"
5 Writing brief research proposals t r
6 Writing detailed research proposals/protocols ET'
7 Considering issues related to ethical practice in research, including issues o f  
diversity, and structuring plans accordingly
8 Obtaining approval from a research ethics committee 0"
9 Obtaining appropriate supervision for research kT
10 Obtaining appropriate collaboration for research iZ
11 Collecting data from research participants kT
12 Choosing appropriate design for research questions
13 Writing patient information and consent forms
14 D evising and administering questionnaires 0^
15 Negotiating access to study participants in applied NHS settings [if
16 Setting up a data file iX
17 Conducting statistical data analysis using SPSS I?'
18 C hoosing appropriate statistical analyses E/'
19 Preparing quantitative data for analysis □
20 C hoosing appropriate quantitative data analysis □
21 Summarising results in figures and tables E /
22 Conducting semi-structured interviews □
23 Transcribing and analysing interview data using qualitative methods D
24 Choosing appropriate qualitative analyses □
25 Interpreting results from quantitative and qualitative data analysis eT'
26 Presenting research findings in a variety o f  contexts
27 Producing a written report on a research project
28 Defending own research decisions and analyses □
29 Submitting research reports for publication in peer-reviewed Journals or edited 
book
□
30 Applying research findings to clinical practice
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